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The association of coronary disease and surgical con- 
ditions presents a problem of great magnitude to both 
the clinician and the surgeon. It is generally conceded 
that the patient with coronary disease faces operative 
procedures with hazards considerably greater than the 
comparable patient with a normal heart. In fact, the 


premise may be stated that even the individual with 
coronary disease who is not confronted with the neces- 
sity of surgical intervention constantly lives under the 


hazards of his disease, and the reality of these hazards 
becomes evident when one recalls to mind the frequent 
occurrence of sudden death of such patients. 

There are, however, numerous instances when 
patients with coronary disease harbor coexisting dis- 
eases which demand surgical procedures and in which 
life cannot be extended without operation. Notable 
examples are malignant diseases in which clinical evi- 
dence supports the fact that there is a reasonable chance 
of cure by operation and certain acute inflammatory 
diseases, such as appendicitis, suppurative or gangrenous 
cholecystitis, perforating lesions of the viscera, and 
strangulated hernia. Likewise in certain cases of 
cholelithiasis, especially those in which severe attacks 
of colic occur or in which chronic dyspepsia interferes 
with proper nutrition, obstruction of the common bile 
duct, obstructing renal calculi, obstructing enlargement 
of the prostate gland, ovarian cyst with torsion of the 
pedicle, intestinal obstruction and hyperthyroidism, 
operative procedures are undertaken with complete 
justification. Other conditions than those mentioned 
may at times indicate surgical intervention. 

To a considerable degree, the results of surgical 
intervention under these unfavorable conditions are 
dependent on the expertness and finesse exercised in 
the management of the patient by all concerned. This 
includes not only the surgeon but likewise the anes- 
thetist and the clinician. The time element is of extreme 
importance, for the shorter the time of operation and 
anesthesia, the less marked is the added load imposed 
on the cardiovascular system. Likewise, gentleness in 
the manipulation of organs and tissues lessens the 
dangers of surgical shock, which in itself may tilt the 
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balance away from recovery in these patients. Of 
paramount importance is the surgeon’s determination 
to limit the operation to the procedure planned in 
advance and to avoid undertaking additional operative 
steps that might be indicated in the patient without 
heart disease. Needless to say, surgical procedures not 
of urgent importance have no place in this discussion 
and are to be condemned as unwise and extremely 
hazardous. 

In the appraisal of the case of coronary disease in 
which surgical intervention is contemplated, the phy- 
sician must not be unaware of the role that postopera- 
tive complications may play in the final outcome. Such 
complications as pneumonia, peritonitis and parotitis, 
which in themselves may not necessarily prove fatal, 
may occur with sufficient severity to be responsible for 
failure of the heart. 

This study was undertaken to derive definite quanti- 
tative values regarding the cardiac mortality under the 
circumstances mentioned. Our material comprises 257 
cases of severe coronary disease, representing coronary 
atherosclerosis with the anginal syndrome and cases 
presenting healed cardiac infarcts with or without 
recurrent angina. Minor operative procedures are not 
included. 

As one would anticipate, the majority of the patients 
were found to be grouped in the later years of life. 
One hundred and forty-eight patients (57.6 per cent) 
were 60 years of age or older. The youngest patient 
was 35, the oldest 83 and the average age of the entire 
There were 186 men and 
seventy-one women, a ratio of 2.6:1. The predomi- 
nance of men corresponds to the increased prevalence of 
coronary disease in that sex. 

Approximately half (50.4 per cent) of the cases 
exhibited electrocardiograms revealing important abnor- 
malities, which included significant T wave negativity, 
incomplete and complete bundle branch block, complete 
heart block and auricular fibrillation. Previous coro- 
nary thrombosis with healed cardiac infarction had 
occurred in thirty-two cases (12.4 per cent). Well 
marked hypertension was noted in 100 cases (38.9 per 
cent). 

On the premise already established that the cases 
under discussion were examples of perfectly justified 
surgical intervention, a presentation of the operative 
procedures included in this study is of importance. 


OPERATIONS 
Operations on the Gallbladder and Biliary Passages.— 
There were forty-seven patients in this group, and in 
each instance a surgical procedure was deemed abso- 
lutely necessary in order to prolong the patient’s life. 
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There were twenty-seven men and twenty women. The 
youngest patient was 40 and the oldest 75, while the 
average age of the group was 53.6 years. 

In the appraisal of these patients as well as those in 
the subsequent groups it is important to bear in mind 
the fact that they are largely in the later periods of life. 
It is well recognized that even though no associated 
serious disease exists they comprise a group wherein the 
risk of surgical operation tends to be greater than for 
identical procedures in younger patients. 

Cholecystectomy was performed in forty-three cases, 
eight of them requiring additional procedures. In three 
cases choledocholithotomy was necessary and in four 
appendectomy was performed. Two cardiac deaths 
occurred while the patients were still in the hospital, 
both resulting from congestive heart failure. They 
represented marked examples of obliterative coronary 
atherosclerosis with the anginal syndrome in cases in 
which severe recurrent biliary colics associated with 
cholelithiasis made surgical intervention imperative. 
The myocardium of both patients showed marked 
myofibrosis. 

Among the remaining patients were two on whom 
cholecystostomy was performed, one on whom chole- 
docholithotomy was carried out for obstructive jaundice 


Taste 1—The Cardiac Mortality in 257 Cases of Surgical 
Operation on Patients with Severe Coronary Disease * 


Average Healed Cardiac 
Duration of Car- Deaths 
Average Sex Anginal diac — 
No.of Age, -—-——-~*———— Syndrome, In- Hyper- Num- Per 
Patients Years Males Females Years farcts tension ber Cent 
957 60.3 186 71 3.1 32 100 11 4.3 


* The surgical procedures are detailed in the text. 


and whose gallbladder had been removed previously 
elsewhere and one on whom a palliative cholecysto- 
gastrostomy was made because of carcinoma of the 
head of the pancreas. There were no cardiac deaths 
among these patients. 

Operations on the Stomach and Duodenum.—This 
group comprised eighteen patients on whom operation 
was performed because of the presence of gastric and 
duodenal lesions. There were fifteen men and three 
women. The youngest patient was 44, the oldest was 
73 and the average age for the group was 61. 

Partial gastrectomy was performed in eleven cases, 
and one cardiac death occurred, of a man aged 60 with 
a chronic perforating ulcer of the duodenum with partial 
obstruction, in whom coronary thrombosis developed 
with acute cardiac infarction three days after operation. 
He had suffered from the anginal syndrome for ten 
years and“the risk of operation was well appreciated by 
the patient and all concerned in his management. The 
coronary arteries were markedly atherosclerotic with 
partial obliteration of their lumens. 

In five cases posterior gastro-enterostomy was done, 
in one case an anterior gastro-enterostomy and entero- 
anastomosis, and in one case a gastroduodenostomy. 
No cardiac deaths occurred among these patients. 

Operations on the Intestine and Rectum.—There 
were only thirteen patients in this group. Nine were 
men and four were women. The youngest patient was 
50, the oldest was 73, and the average age for the group 
was 62. In six cases resection of portions of the colon 
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or rectum was carried out for carcinoma. Colostomy 
was performed in two cases, ileocolostomy in three, 
fistulectomy in one and fulguration of a carcinoma of 
the rectum in one. 

One cardiac death occurred, of a man aged 62 who 
underwent a posterior resection of the rectum for car- 
cinoma. He died suddenly three days after operation, 
but no thrombosis of the coronary arteries was demon- 
strated at postmortem examination and no other cause 
for sudden death was demonstrated. The anginal syn- 
drome had been present for four years, 

Urologic Operations Excluding Transurethral Pros- 
tatic Resection —-This group comprised a miscellaneous 
assortment of surgical operations. There were twenty- 
six patients, of whom twenty-three were men and three 
were women. The youngest patient was 40, the oldest 
was 78 and the average age was 61.8 years. 

The operations performed included nephrectomy in 
two cases, nephrostomy in one, suprapubic cystostomy 
in six, pelviolithotomy in four, resection of the urinary 
bladder in two, suprapubic prostatectomy in six, trans- 
urethral removal of bladder tumor in four and orchidec- 
tomy in one. 

One death resulted from cardiac causes, which 
occurred in a man aged 70 on whom suprapubic 
cystostomy was performed. He died three days after 
operation from coronary thrombosis, and postmortem 
examination verified the clinical diagnosis of an acute 
infarct of the left ventricle. The anginal syndrome had 
occurred over a period of two years. 

Transurethral Prostatic Resection—There were 
sixty-three patients recorded in this group. The 
youngest patient was 55, the oldest was 83 and the 
average age of the group was 67.8 years. No cardiac 
deaths occurred among these patients. 

Operations on the Breast——Ten patients comprised 
this group. The sex incidence was equal. This 
unusual approximation of sex incidence was occasioned 
by the fact that five elderly men presented tumors of 
the breast which clinically suggested the possibility of 
carcinoma. Again, the predominance of coronary dis- 
ease among men tends to upset the normal sex incidence 
of tumors of the breast. The youngest patient was 50, 
the oldest was 73 and the average age 65 years. In 
four cases radical amputation of a breast was per- 
formed, while in six cases simple amputation of a breast 
was carried out. No cardiac deaths occurred. 


Gynecologic Operations —There were twelve patients 
recorded in this group. The youngest patient was 35, 
the oldest was 66 and the average age of the patients 
52.7 years. The 35 year old patient had marked hyper- 
tension and the anginal syndrome had been present 
for ten months. 

The operations performed were total abdominal 
hysterectomy in six cases, subtotal abdominal hysterec- 
tomy in one, vaginectomy in one, vulvectomy in two 
and an interposition operation and perineorrhaphy for 
marked uterine prolapse in two. There were no cardiac 
deaths. 

Thyroidectomy.—Thyroidectomy was performed in 
forty-two cases for either exophthalmic goiter, hyper- 
functioning adenomatous goiter or substernal adenom- 
atous goiter without hyperthyroidism. There were 
twenty-three men and nineteen women. ‘The youngest 
patient was 46, the oldest was 76 and the average age 
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for the group was 58.7 years. Three patients died ‘from 
cardiac causes and in all three death resulted from 
coronary thrombosis. 

It has long been a recognized fact that patients with 
coronary atherosclerosis, especially those with the 
anginal syndrome, respond badly to the presence of 
hyperthy roidism. The expectation of life in cases not 
coming to operation is extremely short. 

Miscellaneous Abdominal Operations.—There was a 
small group of eight patients on whom various abdom- 
inal operations were performed which could not be 
recorded in the previous classification. There were 
seven men and one woman. The range of age varied 
from 49 to 74, the average being 59. 
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the one case posterior nerve resection was carried out 
and in the other bilateral cervicothoracic nerve section. 
The first patient died the day of operation from coronary 
thrombosis and the other died suddenly the same day 
without thrombotic occlusion. 


COMMENT 

In order to avoid misunderstanding regarding the 
type of case chosen for this study we wish to state 
clearly that the only basis for inclusion was the severity 
of the coronary disease as determined by its clinical 
expression. Many instances of less severe coronary 
atherosclerosis were excluded as not representing sur- 
gical hazards of significance and therefore would only be 


TABLE 2.—Clinical Daia on the Eleven Patients Dying from Cardiac Causes 


thoracie ganglion- nitrous oxide 
ectomy with resec- 


tion of their trunks 


T wave negativity 
lead 1 


Duration of Day of 
Anginal Death 
n- Mode of (Post- 
drome, Cardiae opera- Condition Found at 
Case Age Sex Operation Anesthesia Years Electrocardiogram Death tive) Postmortem Examination 
1 52 fol Repair of diaphrag- Nitrous oxide, 5 Incomplete bundle Coronary 2 Acute infarct of the left ventricle, ante- 
matic hernia ether branch block, T wave thrombosis rior; coronary sclerosis (3) 
negativity in lead 1 
2 60 ref Partial gastrectomy Regional and 10 Diphasie T waves Coronary 3 Acute infarct of the left ventricle, ante- 
and duodenostomy nitrous oxide in lead 1 thrombosis rior; coronary sclerosis (3) 
3 70 rofl Cystostomy and Spinal 2 Normal Coronary 8 Acute infaret of the left ventricle, ante- 
exploration for thrombosis rior; coronary sclerosis (3) 
carcinoma of 
urinary bladder 
4 65 9 Thyroidectomy Infiltration and 1.5 'T wave negativity Coronary 35 None 
nitrous oxide in lead 1 thrombosis 
5 65 rofl Thyroidectomy Infiltration and 2 T wave negativity Coronary 35 None 
nitrous oxide lead 1; ventricular throm osis 
6 62 Thyroidectomy Infiltration and 4 Normal Coronary 1 Acute infarct of the left ventricle, ante- 
nitrous oxide thrombosis rior; coronary sclerosis (3) 
7 6 é Cholecystectomy Spinal 1 Normal Congestive 14 Coronary sclerosis (3) with extensive 
heart failure myofibrosis of the left ventricle 
8 58 .¢) Cholecystectomy Ether 2 Normal Congestive 25 Coronary sclerosis (4) with dilatation of 
heart failure the left ventricle and mural thrombosis 
9 62 Resection of sigmoid Ether 4 Normal Sudden death 3 Acute infarct of the left ventricle, ante- 
for carcinoma rior; coronary sclerosis (3+) 
sw. € Posterior nerve Nitrous oxide 15 Diphasie T waves Coronary 1 Acute infarct of the left ventricle: coro- 
root resection all leads thrombosis nary sclerosis (4) 
mw. £ Bilateral cervico- Regional and 3.5 Sudden death © Coronary sclerosis (3) with extensive 


healed infarct of the left ventricle 


The operations included appendectomy in four cases, 
repair of diaphragmatic hernia in one, exploration of 
abdominal carcinomatosis in two and exploration for 
abdominal sinus in one. One cardiac death occurred, 
of a man aged 52 in whom repair of a diaphragmatic 
hernia was performed. He had suffered from the 
anginal syndrome for five years and died two days after 
operation from coronary thrombosis. 

Miscellaneous Operations —This group of eighteen 
cases represented a miscellaneous assortment ot surgical 
procedures. There were fourteen men and four women. 
The youngest patient was 37, the oldest 72 and the 
average age for the group was 54.5 years. 

The operations were amputation of a leg in two cases, 
sympathetic nerve resections in five, tracheotomy and 
diathermy of the vecal cord for epithelioma in two, 
laryngectomy in one, diathermy and removal of a car- 
cinoma of the tongue in one, removal of a pituitary 
tumor in one, radical mastoidectomy in one, excision of 
a parotid tumor in two, herniorrhaphy in two and a two 
stage excision of a pharyngo-esophageal diverticulum 
in one. 

Two cardiac deaths occurred, both in patients with 
severe recurrent angina pectoris in whom relief was 
sought through the interruption of nerve paths. In 


misleading in the final analysis. It must, however, be 
remembered that not all patients with severe coronary 
disease associated with surgical conditions observed at 
the Mayo Clinic were subjected to operation, although 
in extreme emergencies some were accepted. Such cases 
comprise recent coronary thrombosis, status anginosus, 
congestive heart failure, Stokes-Adams seizures and 
episodes of nocturnal dyspnea or “cardiac asthma.” 

In this investigation only eleven (4.3 per cent) 
cardiac deaths occurred (table 1). A careful review 
of these cases is important, and the facts derived from 
this analysis are recorded in table 2 

It is desirable at this point to amplify the discussion 
regarding the surgical indications in these fatal cases. 
In case 1 the symptoms resulting from a diaphragmatic 
hernia fully justified the anticipated risk of repair. In 
case 2, in which partial gastrectomy and duodenostomy 
were performed for multiple hemorrhagic duodenal 
ulcers with obstruction, the patient had such a marked 
degree of incapacity and discomfort that he insisted on 
accepting the hazards of surgical intervention. In 
case 3, in which carcinoma of the urinary bladder 
existed, the only reasonable chance for cure was *in 
operation. In cases 4, 5 and 6 thyroidectomy seemed 
clearly indicated, owing to either hyperthyroidism or 
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substernal adenomatous goiter with obstruction. In 
cases 7 and 8 severe recurrent biliary colics resulting 
from cholelithiasis and chronic cholecystitis clearly 
justified operation. In case 9 the presence of carcinoma 
of the sigmoid predicted either death from carcinoma 
or possible cure from resection. Cases 10 and 11 repre- 
sented intractable cases of the anginal syndrome, coming 
under observation during those years when resection of 
nerve structure seemed to be a justifiable procedure 
for that disease. 

Seven deaths were attributable to coronary throm- 
bosis with acute cardiac infarction, two were attributable 
to congestive heart failure and two occurred abruptly 
and apparently without thrombotic occlusion. It is 
interesting and important to note that the average age 
of the patients dying from cardiac causes was 60.7 years 
(excluding the patient aged 37, this relatively young 
man being an exception ). 

In a recent study, Master, Dack and _ Jaffe’ 
approached the problem from a somewhat different 
angle, determining only the incidence of postoperative 
coronary occlusion. Among 625 seizures of occlusion 
of the coronary artery, thirty-five (5.6 per cent) 
occurred following operation in the hospital. In analyz- 
ing the operative procedures in their cases one finds nine 
which in magnitude are not comparable to those in 
this study. They likewise emphasize the observation 
that the majority of the patients were in the later vears 
of life. 

We believe that the cardiac mortality in the group of 
cases presented in this study is remarkably low and 
should encourage the sufferers from coronary disease 
when surgical intervention is necessary. However, it 
must not instil false optimism into the clinician or the 
surgeon, for they must realize that this accomplishment 
is not of casual origin but one resulting from the coordi- 
nation of careful preoperative study and judicious selec- 
tion, expert administration of anesthetic agents and 
skilful surgical technie and judgment. Operation must 
be confined to those cases presenting unmistakable indi- 
cations and the procedure limited to the primary condi- 
tion. Surgical procedures that are not urgent have no 
place in the cases under discussion. 


SUMMARY 

Two hundred and fifty-seven patients with severe 
coronary disease undergoing necessary surgical opera- 
tion form the basis for this study. The average age of 
the patients was 60.3 years. The anginal syndrome had 
existed for an average of 3.1 years. Thirty-two patients 
had healed cardiac infarcts at the time of operation. 
Well marked hypertension occurred in 100 cases. 
Eleven patients (4.3 per cent) died from cardiac causes. 
Death resulted from coronary thrombosis in seven, from 
congestive heart failure in two and abruptly without 
apparent thrombotic occlusion in two. 


1, Master, A. M.; Dack, Simon, and Jaffe, H. L.: Postoperative 
Coronary Artery Occlusoin, J. A. M. A. 110: 1415-1418 (April 30) 1938. 


A Great Revival.—The future of medicine lies with the 
younger and recently qualified generation and with their suc- 
cessors. It is within their power to bring Clinical Science in 
this country to a great revival.—Lewis, Sir Thomas: Research 
in Medicine and Other Addresses, London, H. K. Lewis & Co., 
Ltd., 1939. 
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THE IMMEDIATE AND ULTIMATE 
PROGNOSIS IN HEART 
DISEASE 


ESPECIAL REFERENCE TO “PERMA- 
NENT TOTAL DISABILITY” 
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The growth of fundamental concepts in the medical 
world is very slow despite the many advances constantly 
made into unexplored regions. Often a generation or 
more of time elapses after a discovery before there 
dawns its full significance. The adequate correlation 
of certain discoveries, old or new, is often the most 
fundamental of all. It is of such a basic concept in its 
infancy that I would treat herewith. 

Before 1500 A. D. heart disease as such was actually 
unknown. Rare individual cases may have been sus- 
pected or even recognized but they were not written 
down. The general point of view was that if the heart 
should be injured in any important way death would 
come at once. Heart cases were being called something 
else—lung disease, dropsy, abnormalities of the humors, 
and so on. Then came the autopsy experience of the 
sixteenth, seventeenth and eighteenth centuries which 
revealed the common occurrence of heart diseases of 
all kinds, the etiology of which has been more and more 
the focus of attention during the last hundred years. 

The damaged heart, quite fully recognized nowadays 
both at autopsy and during life, has been looming up 
as the great ogre in public and in private health. It is 
heralded far and wide as the greatest cause of death, 
outstripping all its competitors, such as tuberculosis, 
pneumonia and cancer. An uncritical, one-sided pub- 
licity has sprouted tens of thousands of cardiac neuroses 
in otherwise healthy persons and ruined the morale and 
crippled the lives of thousands of persons with heart 
trouble but with no reason to be “cardiac cripples.” 
It is to help to establish a campaign against certain mis- 
conceptions that I welcome this opportunity. 

Slowly in the last generation or two appreciation has 
come to the minds of certain discerning physicians like 
Rosenbach in 1878 and Mackenzie at the turn of the 
century that the functional state of the circulation and 
the cardiac reserve are at least as important as the 
structural changes or lesions in the appraisal of the 
prognosis and in the management of persons with heart 
symptoms and signs. That many persons with heart 
disease may live long and active lives has gradually 
become well recognized. In fact, the need of recruiting 
the British army in the World War forced the wise 
disregard of relatively unimportant heart murmurs and 
swung the pendulum too far for a while from the one 
time oversolicitude concerning cardiac signs to the 
neglect of such signs in ultimate prognosis. 

The conception that despite heart disease life may 
last long and activity be but little hampered has been 
well established in the clinical medicine of today when 
we have to deal with chronic valvular disease and with 
moderate cardiac enlargement, but there has not yet 
been adequate recognition of the distinction between 
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immediate and ultimate prognosis in heart disease, 
between the dangers of acute processes which may 
seriously jeopardize life or activity and the common 
possibility of their complete or almost complete subsi- 
dence or retrogression. 

The heart has been too much set on a pedestal as 
the essential organ in the body when actually it is only 
one of many and at that one of the toughest, most resis- 
tant and most capable of recovery after serious disease. 
We recognize good recovery now in many cases of pul- 
monary tuberculosis, of acute renal involvement and of 
central nervous system disease with a return to full life 
activity; why should we not have the same point of 
view about recovery from heart disease in many cases? 


THE ACUTE PROCESSES 


What are the acute processes that may attack the 
heart to endanger life which are susceptible to quite 
adequate functional recovery? They include most com- 
monly the acute rheumatic infection, the acute coronary 
episodes, especially frank coronary thrombosis and 
severe angina pectoris (often decubitus), and extreme 
tachycardia complicating heart disease. Less common 
events are Morgagni-Adams-Stokes attacks, actually 
dependent on coronary disease too, and rare instances 
of extreme tachycardia in persons with normal hearts 
in the form of auricular or ventricular paroxysmal 
tachycardia or of auricular fibrillation or flutter so 
severe that the heart may temporarily dilate and _ fail. 
In some of the cases of disturbing tachycardia thyro- 
toxicosis is the cause; the diseased thyrotoxic heart is 
one that@ enlarged, progressing even to failure because 
of the severe recurrent strain of such tachycardia, not 
apparently from intrinsic heart disease. And _ there 
should finally be mentioned in this category severe pul- 
monary embolism and infarction, which is a serious 
threat to life not only in itself by the production of 
shock and through massive pulmonary involvement but 
also through severe strain on the right side of the heart, 
which may temporarily dilate and fail (the acute cor 
pulmonale ). 

I will discuss now in more detail the three commonest 
of the acute cardiac burdens, namely the acute rheu- 
matic infection, coronary occlusion and extreme tachy- 
cardia in the presence of heart disease. Congestive 
failure that comes on insidiously or as the result of 
minor factors of strain in persons with heart disease 
does not of course belong here. 

‘Many times I have seen children seriously or even 
desperately ill with acute rheumatic pancarditis who 
have recovered from their acute illnesses often to the 
surprise of family and doctor to return to a normal life 
and to survive for many years. One must therefore 
remember in treating and prognosing such cases that 
the majority do recover and that many will do well for 
years to come under good sensible care. Even heart 
murmurs, both systolic and diastolic, and heart enlarge- 
ment (as determined by x-ray examination) may dis- 
appear with the subsidence of the cardiac dilatation due 
to the rhetimatic myocarditis. The pericardial and 
endocardial involvements are often relatively unimpor- 
tant parts of the clinical picture in acute cases. Of 
course, we must recognize that the ultimate prognosis 
in many of these cases is not good—only time will tell 
when another acute rheumatic infection may add its toll 


HEART DISEASE—WHITE 


2381 


of strain to the heart already damaged. The heart may 
remain considerably enlarged or severe chronic valvular 
disease may develop to make the patient a partial or 
complete cripple. But I wish to emphasize that during 
the acute rheumatic illness one should keep an open 
mind about both the immediate and the ultimate prog- 
nosis no matter how sick the patient may seem to be 
at the moment. 

The problem of cardiac prognosis becomes more 
important and more in need of revision when we arrive 
at the consideration of coronary disease. There is still 
widely held in medical circles as well as among the 
laity the idea that once coronary disease becomes mani- 
fest clinically the jig is up and that the victim must 
decide for himself whether he prefers to die “with his 
boots on” in a short while or as an invalid after a 
somewhat greater interval of time. This conception I 
meet among patients with appalling frequency. The 
great harm that has resulted from it is twofold. A 
good many of the more casual, rebellious or “hard 
boiled” patients take it on themselves to die “with their 
boots on,” selfishly overlooking their obligations to their 
families, communities and themselves, and filling news- 
paper headlines with alarming accounts of their demise 
on some too strenuous pursuit in work or in play. Of 
course there are many exceptions, but I feel quite sure 
that the majority of the sudden deaths in coronary dis- 
ease among active patients is still due to disregard of 
medical advice. That is, death from coronary disease 
is often preventable and a good many persons would 
survive many years longer than they do and still lead 
happy lives if they would only use common sense. 


ATTITUDE OF THE PATIENT 

The other side of the twofold picture of the harm 
done by the current attitude that coronary disease means 
either an early death in harness or complete invalidism 
is to me darker than what I have just presented. Thou- 
sands of patients have succumbed in spirit to the fear 
of death stalking them—they dare not raise a finger 
in work or active play again but sit at home or in their 
cars or at the movies or on the sands in southern Florida 
watching the hours and the days and the weeks and 
the months and the years go by, perhaps even free of 
all symptoms the vast bulk of the time, interesting 
themselves in fleeting pleasures and occupying them- 
selves in filling out disability insurance blanks and 
watching the ticker tape of the stock markets. I do not 
mean thus to indict all or even the majority of persons 
who have become invalids after the appearance of coro- 
nary disease, but my remarks certainly apply to a very 
large number. There are persons who must live crip- 
pled lives but others who need not and should not. 
Surely there is a happy mean, and a wide one too, 
hetween the two extremes represented by these erro- 
neous concepts of recent days. 

Time and again a man or a woman is laid low by 
coronary thrombosis acutely and unexpectedly, or after 
previous related trouble. The immediate prognosis 
must remain guarded in even the mildest case during 
the first two or three weeks until the scar of the myo- 
cardial infarct is beginning to set and of course longer 
if the damage is great or serious complications super- 
vene, but there are certain things that have recently 
been learned. If the patient survives the first month, 
the chances for recovery are fairly good and he will 
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probably live more than a year at least; if he survives 
the first year and is in fairly good health at the end of 
that time he should have a good many years ahead of 
him. Although he is not so good a risk as the man 
who has never shown coronary disease and although 
another attack, more severe and perhaps fatal, may 
strike him at any time, yet there is a good chance that 
he may go on for a long time and even succumb to 
some other ailment than heart disease. The prognosis 
in coronary thrombosis has -steadily improved in the 
last decade, along with our knowledge. This is partly 
due to the fact that the sickest patients died off early 
when we first began to recognize the condition clinically, 
that the less severely ill have continued to live on longer 
than we at first thought they would, and that many 
very mild cases that we now recognize were not even 
being diagnosed ten or fifteen years ago. 

Exactly the same thing is true of angina pectoris, mild 
or severe, with or without clinical evidence of actual 
occlusion with infarction. This symptom of coronary 
insufficiency may come and go, much to the surprise 
of many doctors as well as laymen. There may be a 
period of a few weeks of angina pectoris, simply on 
effort or rising to a crescendo of angina decubitus for a 
few days without prolonged pain, and subsiding sud- 
denly or gradually melting away, doubtless representing 
some more or less slowly progressing occlusion without 
a definite myocardial infarct or with a very small one. 
Sometimes in such cases the diagnosis is doubted not 
alone by the layman but even by the doctor too, for 
there persists the old tradition that, once heart disease, 
especially involving the coronary arteries, always heart 
disease. 

Nature is doing her utmost and very often success- 
fully to reestablish by collaterals or by recanalization, 
or by both, an adequate coronary circulation. This 
spontaneous recovery, which tends to occur no matter 
what the treatment and which naturally makes one a 
bit skeptical of any newly heralded cure, can take place 
at any age. I saw it occur last year in an 84 year old 
man who came to us from Maine badly crippled by 
severe and increasing angina pectoris and expected by 
his friends and himself to end his days in the hospital ; 
it happened that during the first few days with us, 
before we had a chance to try any particular therapy 
but rest, he began to improve. Within a few weeks 
he was well enough to return home and he has been 
well and active during the year that has passed, even 
without the very popular use of aminophyllin. 

Every month now I see patients who come in for 
check-up examination after ten years or more, entirely 
free from heart symptoms and finding it hard to believe 
that they could ever have had what was so perfectly 
clear a decade or more ago, namely coronary throm- 
bosis with myocardial infarction or angina pectoris of 
a lesser or greater degree. I have already reported 
survivals of from eighteen to twenty-five years after 
coronary thrombosis and such cases are now being more 
widely recognized. Of course the long survivors are 
still in the minority but if a man with angina pectoris 
at 55 can live to be 70 with ordinary care and good 
luck, as so often happens, why should he think at the 
onset of his trouble that he must die soon with his boots 
on or fold his hands sadly in his lap for fifteen miserable 
years of waiting for the end. 

The moral of this tale, then, is obvious so far as the 
serious problem of prognosis and management of coro- 
nary disease is concerned. In the first place in nearly 


every case our cards should be on the table; a frank 
discussion should be held with the patient, generally 
an intelligent man, as to the whole matter, not leaving 
him in ignorance and awful suspense about the diag- 
nosis or the sword of Damocles. Of course he may 
die the next day but so may we all in one way or 
another, by motor car if not otherwise. He should be 
advised of the use of rest and later of guarded exercise 
and work as circumstances require. He may have to 
stay in bed for a few weeks now and again later, he 
may have to quit work for a few months or a year, but 
that does not mean, in most cases certainly, that he 
must spend the rest of his days either in bed or as an 
invalid, with or without a nurse. His regular work 
may be too hard for him to resume or to continue, but 
often it isn’t. Fortunately in these rather soft modern 
days there are still patients who refuse to quit work 
even though they know they may receive disability 
insurance when they do quit. Most such persons in 
my experience have modified their way of life and their 
work in such a way that they do avoid the heaviest part 
of their formerly too strenuous existence. They may 
find that they can keep at work if they but omit their 
rich food, tobacco and late hours. They serve as excel- 
lent controls for the large number who lay down their 
tools for good at the onset of trouble. An adequate 
study of the comparative durations of life in the two 
groups, that is among those still at work and among 
those at rest on the beaches, has not yet been made. It 
may well be that the invalids will outlive the others by 
a slight margin, other things being equal; but is the 
margin, even if considerable, worth the resignation of 
spirit and body, the loss of morale in the patient and 
in his family, and the loss of a trained mind to the 
community that so often follow the irrevocable decision 
to retire? 


TEMPORARY VERSUS PERMANENT DISABILITY 


The victim of coronary disease feeling very miserable 
at the time may be of course totally disabled ; but should 
he consider himself or should he be considered per- 
manently disabled as well? There lies the vital point 
at issue, the difference between the immediate and the 
ultimate prognosis in heart disease. A man who makes 
too early a decision to retire permanently may be at 
his wits’ end a few years later when he has completely 
or largely recovered from his coronary symptoms: he 
must either try with some difficulty to regain his posi- 
tion or job or an interest in active living or he must 
resign himself to a dull life, now and then with a helpful 
avocation, or he must consciously or unconsciously 
simulate disease. Too often the last alternative is the 
result. The patient is fearful that if he should do any- 
thing in any way active mentally or physically he may 
drop dead, even though he has no symptoms at all 
from early morning to late at night, or he interprets 
every little ache or pain as the result of serious heart 
trouble when perhaps he has only a bit of gas in his 
stomach or bowel; a muscle twitch or a bursitis. 

The reasons for the permanent surrender of patients 
who have had symptoms or signs of coronary disease 
are not far to seek. One of the most important and one 
that should be most amenable to correction is the atti- 
tude of the physician himself. This attitude is quite 
an innocent one on the part of the doctor and is held 
so widely that it has become a kind of habit or custom. 
He warns and advises his patient so seriously that he 
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rather prepares the victim for a pessimistic future, not 
realizing himself that recovery, more or less complete, is 
a very distinct possibility. It has been only in the last 
decade that the truth has been dawning on the minds 
even of the pioneer or advanced clinical workers in the 
field. In its follow-up the concept entertained by a 
few individuals some years ago is only now being con- 
firmed by more ample experience. Even today recovery 
from the symptoms or signs of coronary disease is 
usually interpreted as meaning that the original diag- 
nosis was wrong or that angina pectoris should be called 
false, pseudo, secondary or innocens if recovery follows 
—an unwise nomenclature. 
The second important reason for the patient’s sur- 
render to permanent invalidism is a matter of person- 
ality. In this age of false values, rule by might, and 
loss of moral and spiritual stamina there is too easily a 
yielding to circumstance, a fatalistic point of view, a 
loss of courage. Persecution by disease, like persecu- 
tion otherwise, is too often accepted as incontrovertible 
and irreparable. The spirit of our ancestors, the old 
New England tradition of a sane endurance of hard- 
ships, is tending to yield to a rather supine acceptance 
of oppression and invalidism, There is a spirit of moral 
cowardice in the air. It is about time that we recognize 
and combat it. Foolhardy neglect and bravado are not 
necessary to swing back to a more normal state. Some 
persons should still pass every winter in southern 
Florida to preserve their health and to prolong their 
life, but a good many go thither now simply because it 
is a habit, though no longer a good one. 
At this point a strong word should be said against 
the common verdict, in law court and out, of permanent 
total disability of persons having coronary disease with 
angina pectoris or coronary thrombosis who happen to 
be disabled for a few weeks or months or even for a 
year or two. The word permanent is too permanent, 
often working havoc with the morale of the patient, 
the future of his work, the attitude of the physician 
and the management of disability insurance. Even the 
word total is often wrong. I have many patients who 
have kept at work for many years despite angina pec- 
toris over all that period of time, useful citizens, con- 
tinuing to earn more money than they spend, and living 
happier lives than other patients who have completely 
surrendered to their diagnosis and who live on the 
insurance companies, though they need not, and in con- 
stant dread lest doctors and insurance officials should 
one day decide that perhaps they are not very sick 
after all. Of course it is impossible for some patients 
to carry on their own work or to find any other that 
is easier, but there are many exceptions and it is of 
these exceptions that I speak. Disability insurance 
should most certainly be so adjusted that it can be 
assigned in part as well as in whole and temporarily 
as well as permanently. The faulty working of the 
assignment of disability insurance in cases of heart dis- 
ease was in part the reason for the fraudulent cardiac 
racket that was recently exposed and punished in 
New York. 

CORRECT DIAGNOSIS OF CORONARY DISEASE 
Just a final word under the heading of the prognosis 
of coronary thrombosis and that is this: Coronary 
thrombosis used often to be called acute indigestion. 
Now, as Dr. Herrick has so ably pointed out, acute 
indigestion or some other noncardiac condition is too 
often called coronary thrombosis with the resulting 
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uncertainty about the future both in prognosis and in 
management. Correct diagnosis is thus the first essen- 
tial in prognosis. 
HEART BLOCK 

I have discussed the importance of distinguishing 
between the immediate and ultimate prognosis in the 
more common manifestations of coronary disease. The 
same principles should be applied in that rare but even 
more hazardous manifestation, namely the Morgagni- 
Adams-Stokes syndrome. In a number of cases I have 
watched the evolution, rapid or sometimes tediously 
slow, from the dangerous periods of frequent syncopal 
attacks to the stable fixation of complete heart block 
with normal health lasting for years. 


PAROXYSMAL TACHYCARDIA 

Paroxysmal tachycardia of various types or the onset 
of permanent auricular fibrillation may be fraught with 
great danger for the time being, especially if there is 
heart disease already present. Actual heart failure may 
supervene or simply distressing and sometimes very 
serious obstructive pulmonary congestion, as in mitral 
stenosis; but, with the subsidence of the paroxysm or 
the control of the ventricular rate in permanent auricu- 
lar fibrillation by adequate digitalization, good health 
and reasonably normal activity are frequently restored 
for years to come. Here too, therefore, one must apply 
the principle of distinguishing between the immediate 
and the ultimate prognoses. 


CONCLUSION 

In closing I would speak briefly of certain factors 
that apply equally well to the immediate prognosis of 
heart disease and to the ultimate prognosis. They may 
be expressed, as in a paper I gave in Chicago last 
spring,’ as follows: . “The bigger the heart the more 
negligent the patient, and the more short lived the 
family the worse the prognosis.” With respect to con- 
gestive failure, “The more obvious, serious and, pre- 
ventable the exciting factor, the better the ultimate 
prognosis,’ and congestion due to obstruction (mitral 
stenosis, tricuspid stenosis and constrictive pericardi- 
tis), either in the pulmonary or the systemic circulation, 
is less serious than congestion due to myocardial failure 
whether the underlying strain is acute (rheumatic infec- 
tion, coronary thrombosis, excessive tachycardia) or 
chronic (valvular disease, systemic hypertension). 
Finally, the common and often unrecognized complica- 
tion of pulmonary infarction in patients with heart dis- 
ease, especially with heart failure, is very grave, 
threatening life even more than does the heart disease 
itself. 

May I leave the concept that, although there are gen- 
eral rules which are helpful in the prognosis of heart 
disease in toto and that although nothing perhaps is 
even now more difficult in the practice of medicine than 
the prognosis of heart disease, a distinct advance can be 
effected by recognizing the fact that immediately serious 
and grave cardiac states may be followed by functional 
recovery so complete that the ultimate prognosis is good 
for many years after. 


AppENDUM.—Lest a wrong interpretation be put on my refer- 
ence to sickness disability insurance I would add the present 
note. Certainly when angina pectoris is produced by the habitual 
occupation and life of a given individual, that individual is fully 
entitled to complete disability insurance payments so long as 
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he suffers such disability; the same is, of course, true for myo- 
cardial insufficiency. The important points that I have empha- 
sized are, first, that coronary or other heart disease is often 
present without any disability ; second, that disability from coro- 
nary disease (angina pectoris or even coronary thrombosis itself) 
is often but temporary, and third, that angina pectoris, though 
persistently recurrent, may be but slight in degree and, under 
reasonable precautions, compatible with a long life. 


Massachusetts General Hospital. 


MENTAL ADJUSTMENTS TO HEART 
DISEASE 


THE FACTORS INVOLVED IN_ DISABILITY 


HOWARD B. SPRAGUE, M.D. 
BOSTON 


In heart disease, and peculiarly in coronary throm- 
bosis, the comfort and contentment of the patient are 
largely conditioned by his adjustment to the problems 
of his livelihood. The factors which determine his 
disability, partial or complete, temporary or peiinanent, 
may be chiefly considered the following: 

1. Physical incapacity as evidenced by congestive or 
anginal failure, or circulatory disturbances due to 
abnormal heart rhythms. 

2. The character of the patient’s work, which by 
necessity may keep the manual laborer from being able 
to carry on his trade. 

3. Fear of heart disease as an incapacitating or fatal 
ailment. In such fear there is the normal human reac- 
tion to an unpredictable menace, but there is often the 
terror fostered by the gloomy predictions of the patient’s 
medical advisers. In these predictions we recognize too 
commonly an attempt on the part of the doctor to pro- 
tect himself if the patient suddenly dies, or to attribute 
to himself some virtue in his therapy if the patient does 
well while suffering from such a serious disease. 

4. The influence of disability insurance in making it 
unnecessary to work in order to live, even though the 
income from this source may be too meager for the 
patient to maintain his standard of living. 

5. The attitude of industry, largely mediated by the 
industrial compensation laws, which tend to be inter- 
preted as holding employment responsible for any 
cardiovascular failure while a man is at work, thus 
making the cardiac patient unemployable. 

There is, perhaps, no great credit due to the cardiac 
patient with minor lesions who is symptom free on 
effort, if he continues at his work, but my purpose in 
this paper is to give illustrative cases showing two sides 
of the disability problem. One group consists of 
patients who have carried on their labors for years 
with grave heart disease, and often with symptoms, 
and have refused to give up to wait in terror for death 
on some indefinite future day. The other group, with 
similar disease, often of less marked degree, have con- 
fessed defeat and devoted their lives to fear and worry 
over their eventual demise. 


REPORT OF CASES 


Case 1.—In November 1921 a physician, then 59 years old, 
suffered a coronary thrombosis. He stayed in bed a month and 
rested for the winter. His recovery was complete and when 
he was seen in 1927 his only cardiac abnormalities were a 
moderate enlargement of the heart and a short systolic murmur 
at the apex. By moderating his activity somewhat and recog- 
nizing that mild dyspnea was a warning of fatigue, he has 


remained in active practice ever since. In 1935 he survived 
the perils of prostatectomy and in 1938 he recovered from 
a concussion of the brain and several fractured ribs received 
in an automobile accident. He has remained for seventeen 
years since his coronary occlusion the leading medical adviser 
and trusted friend of his community and at 75 years of age 
by no means considers himself as having finished his job. 

Case 2,.—At the age of 17 a surgeon, now 58 years old, 
had rheumatic fever and developed aortic regurgitation. In 
spite of this he has led an extremely active life. In 1927 he 
had severe attacks of paroxysmal tachycardia which often inca- 
pacitated him from their frequency, severity and duration, which 
was at times as long as seventy-two hours. Even with this, 
he forced himself on occasions to operate and to see patients 
in his office during an attack. Their onset has been associated 
at times with collapse, substernal pain and dyspnea. The 
gradual dilatation of his aorta to a very large size has led 
to uncomfortable pressure between attacks and anginal pain 
on exertion. Fortunately, in the past three and one-half years 
it has been possible to shorten attacks by inducing vomiting 
with ipecac and more recently to prevent attacks by combined 
digitalis and quinidine. In the face of this degree of cardio- 
vascular disease and recurrent temporary distress and incapacity 
this man has achieved the leadership of his specialty in his 
city and has headed his national society. Within recent years 
he has engaged in difficult big game fishing and to the present 
time remains an expert golfer. 


Case 3.—In 1931 a lawyer of 56 was examined because of 
hypertension. The previous year, evidence of left ventricular 
strain had been shown by an electrocardiogram, which revealed 
marked left axis deviation with an inversion of the T wave 
in lead 1. He was a very active and dynamic man who realized 
that his cardiovascular condition was not good but recognized 
the importance of work in maintaining his peace of mind. He 
has accepted restrictions but tends to overdo at times. In 1933 
he developed early congestive failure with dyspnea and wheezing 
respiration on lying down, shortness of breath on exertion, and 
epigastric distress after eating. Digitalization relieved this but 
he has continued to work on the margin of his cardiac reserve. 
At times symptoms have forced him to bed for a few days; 
once with a gastric hemorrhage, but he repeatedly returns to 
his labors in the courts and travels constantly to various parts 
of the country on business. He does cooperate by taking regular 
vacations. His blood pressure remains high with slight alterna- 
tion, his heart sounds are fair, an electrocardiogram shows 
progression of his myocardial disease and his maintenance dose 
of digitalis has had to be increased to 0.9 Gm. a week. 

Would this man live longer if he quit completely? He 
might, but his happiness lies in being in the thick of the battle. 
He commanded a division as a general in the army in 1917 
and he remains a fighter. 


These men have faced their problems with the 
philosophy which is essential to success, namely the 
belief that the future is too indefinite to give up living 
in order to be prepared for death. The other group is 
that of the men who, in popular language, “can’t 
take it.” 


Case 4.—A man aged 43 in 1931 had a moderately severe 
coronary occlusion for which he was kept in bed for three 
months. His heart was a little enlarged but the sounds were 
of good quality when he was seen four and one-half months 
after his attack. Examination seven years later shows little, 
if any, enlargement of the heart. His blood pressure is 145 mm. 
systolic and 95 mm. diastolic and there is no evidence of heart 
failure. An electrocardiogram shows the remaining evidence 
of a posterior infarct. He has done no work. Because of vague 
symptoms of fatigue and a heavy feeling in his head he has 
been very inactive, has gained weight and smokes excessively. 
His sole support has been from disability insurance, the con- 
tinuance of which has been his major source of worry. Fearful 
lest any attempt to return to his business as a security salesman 
might jeopardize his insurance payments, he spends his time 
with lawyers attempting to magnify his disability. Contentment 
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and morale have been lost, when a more compliant fatalism 
and a different insurance arrangement might have restored him 
to usefulness. 

Case 5.—A man aged 45 in 1920 developed precordial pain, 
which was diagnosed angina pectoris. The persistence of the 
pain eventually discouraged him and radiation to the arms 
increased his apprehension. The examination in 1923 was 
entirely negative but a rest of a year was advised. This 
retirement from active work became, unfortunately, permanent. 
Various pains occurred, including some in the abdomen for 
which an appendectomy was done and a normal appendix found. 
Fatigue, lack of ambition, dizziness and nervousness were promi- 
nent and health was continuously sought by annual trips to 
Florida, where he was able to walk and hunt. Repeated exami- 
nations have been negative but because of the original diagnosis 
of angina pectoris he has received disability insurance for fifteen 
years. As in the former instance, legal battles with their 
emphasis on disability have disturbed his life, and his existence 
has been an uncomfortable balance between compensable inca- 
pacity and sedentary survival. 

Case 6.—A man aged 34 in 1930, while working as a painter, 
made a sudden effort to support a falling ladder. He felt a 
snap in the region of the precordium with pain. His physician 
diagnosed heart disease with mitral insufficiency and an insur- 
ance company started payment of $100 a month after a legal 
action had determined that the patient was eligible, in spite of 
the competent medical testimony to the contrary. His father 
dropped dead at the age of 50. He did not work after the acci- 
dent. When examined in 1938 his complaints were a burning 
feeling over the heart, worse on lying or sitting, leaning toward 
the left side. Effort caused exhaustion, faintness or sweating. 
His local physician was treating him constantly for heart disease. 
He was a healthy appearing muscular man weighing 190 pounds 
(86 Kg.). His heart was not enlarged and showed only a 
moderately loud cardiorespiratory systolic murmur. Marked 
sinus arrhythmia and tachycardia were present with a rate of 
from 100 to 150. Fluoroscopic and electrocardiographic exami- 
nations were negative. No heart disease could be found. 


This case is an extreme example of the factors often 
involved in disability—an incident occurring at work, 
a diagnosis of heart disease, disability insurance which, 
while so inadequate that the patient’s wife has to work, 
has been very helpful during the depression to both the 
patient and his doctor, the winning of a court judgment 
by the patient, fear and effort syndrome, and a very 
attenuated will to work. 

CONCLUSIONS 

Disability in heart disease depends on two things: 
the attitude of the patient in relation to his work and 
activity, and the type and severity of his symptoms as 
related to necessary effort. The rehabilitation of the 
cardiac patient, especially after coronary thrombosis, 
requires an intelligent appraisal of the signs and symp- 
toms as they exist some months or a year after the acute 
breakdown, a will to work on the part of the patient, 
and a cooperative plan of a period of partial disability 
on the part of insurance companies and employees. 
Success depends on a restoration of confidence and, 
where disability insurance exists, on a proof to the 
patient that it is more desirable to work than not to. 

It is a grave mistake for a physician to assume that 
coronary thrombosis necessarily implies complete and 
permanent disability. In all walks of life, but particu- 
larly in the executive departments of business and in 
the professions, many examples can be seen of the 
ability of people with heart disease to lead useful and 
comfortable lives. The obvious disablement of the 
majority of cardiac patients should not be added to 
by the fear implanted by medical advisers in the minds 
of a sizable minority who suffer from slight limitations. 

270 Commonwealth Avenue. 
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Offhand it would appear that the laws enacted by 
nine states’ and pending in several more which require 
blood tests for syphilis before the issuance of a marriage 
license are highly desirable as part of the present pro- 
gram for the control and eradication of the disease. The 
same is undoubtedly true in relation to pregnancy, three 
states ° requiring blood tests of pregnant women, with 
similar bills now under consideration by several addi- 
tional states. But a number of important questions both 
pro and con are involved in such legislation, which it 
is my purpose to discuss briefly, since physicians are 
frequently and properly consulted by legislators and 
other interested lay persons seeking information on the 
issues involved. 


REASONS FOR THE LEGAL REQUIREMENT OF PRE- 
MARITAL BLOOD TESTS FOR SYPHILIS 
1. Because marriage inevitably involves syphilitic men 
and women in view of the high incidence of the 
disease. 


No one knows the true incidence of syphilis in the 
United States. Estimates have been based on the num- 
ber of cases reported to health authorities and on sero- 
logic surveys conducted here and there on large numbers 
of persons. Unquestionably the number of cases reported 
to local and state health departments is far below the 
actual incidence because (1) many syphilitic persons are 
unaware of their infection and do not seek medical assis- 
tance or, knowing, neglect treatment; (2) large num- 
bers escape diagnosis by both clinical and_ serologic 
examination, especially in the latent and chronic stages, 
and (3) many physicians refuse or neglect to report the 
disease. 

On the basis of the results of blood tests it would 
appear that the incidence may vary from as low as 0.2 
to 0.5 per cent among college students and the general 
population in this social class to as high as 20 to 30 
per cent among other groups, especially southern 
Negroes. An incidence of 13.9 per cent of positive 
reactions has been reported in the U. S. Navy and 
Marine Corps, from 16 to 17 per cent among prisoners 
and about 19 per cent in the population of a large city 
such as New York as a whole with about 2 per cent 
for the responsible white portion.* But the various 
blood tests,even when conducted by experienced serolo- 
gists, fail to detect from 10 to 40 per cent of syphilis 
in the later stages, including some which has had various 
amounts of treatment, so that Vonderlehr and his asso- 
ciates have estimated that about 10 per cent of the whole 
population of the United States have or have had syphi- 
lis. Since about 91 per cent of those infected are 
believed to contract the disease between the ages of 16 
and 40 years, it is readily understood that marriage 
involves a large number of syphilitic persons, particu- 
larly sin since at least 500,000 or 600,000 new cases are 
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reported annually and a large number of additional ones 
are not detected or reported at all. 

Very little information, however, has accumulated so 
far on the incidence of positive blood reactions among 
candidates for marriage. Dr. O. C. Wenger * of the 
U.S. Public Health Service reported 3.4 per cent among 
2,578 antenuptial examinations made in Chicago during 
the latter half of 1937, and 3.9 per cent of all applicants 
examined in Illinois since the law went into effect were 
refused licenses because of two successive positive blood 
reactions. These figures, however, do not indicate the 
frequency of syphilis among applicants for marriage 
licenses, because it is almost certain that men and women 
who know that they have syphilis with a positive blood 
reaction will not apply for marriage licenses in Illinois. 


2. Because legally required premarital blood tests will 
tend to lower the incidence of syphilis. 

I think it is a reasonable assumption that when men 
and women know that they must present to the state 
reports Of negative blood reactions for syphilis before 
securing the legal right to marry, many will be deterred 
from risking infection by sexual exposure. In all truth 
I have not been greatly impressed by the factor of fear 
of infection alone as a deterrent to promiscuous sexual 
exposure and, as Father Schwitalla has recently stated, 
“knowledge alone does not make the saint and ignorance 
alone cannot make a sinner,” but I believe that, when 
men and women realize that their infection may become 
known to the state, legally required prenuptial blood 
tests will be a factor in reducing the incidence of the 
disease. Furthermore, as will be discussed later, such 
tests will greatly aid the education of the public on the 
mechanism of genital and extragenital infection and, in 
my opinion, gradually reduce the incidence of the latter 
from kissing. In this connection it is well to remember 
that every person with syphilis has been calculated, in 
average terms, as being responsible for the infection of 
from one to three other persons. Premarital blood tests 
will inevitably contribute to the detection of much syphi- 
lis that would otherwise escape detection and most likely 
result in sufficient treatment at least to reduce the danger 
of transmission. 


3. Because blood tests are the most valuable single 
means for the detection of the disease, especially after 
the primary, or chancre, stage. 

Blood tests are the most valuable means of detection, 
particularly in the later stages, when the man or woman 
denies all knowledge of syphilitic infection, is free from 
clinical manifestations detectable by the average physi- 
cian, without special skill in the disease, and is in appar- 
ent good health; in the acute early stages (first six 
months) when sufficient treatment has been taken to 
dissipate the external manifestations but the disease is 
still communicable to spouse and children, and in 
relapses, during which the danger of transmission 1s 
great. 

Indeed, the detection of syphilis in relation to mar- 
riage and pregnancy is not infrequently entirely a matter 
of laboratory diagnosis but, even under the best of con- 
ditions, when the various blood tests are conducted by 
the authors of the respective methods themselves, the 
incidence of positive reactions for patients in all stages 
of the disease, including those who have received various 
amounts of treatment, may vary from 59 to 92.9 per 
cent. For example, in the first serologic survey con- 
ducted under the auspices of the U. S. Public Health 
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Service in cooperation with the American Society of 
Clinical Pathologists,® the percentage varied from 65.8 
to 88.2 in the laboratories of the authors of the various 
methods. In the second survey’ it varied from 59 to 
88.8 in the laboratories of the authors and from 35.3 
to 93.2 in various state and local laboratories. In the 
third survey * it varied from 83.9 to 92.9 in the labora- 
tories of the authors and from 38.7 to 90.7 in state 
laboratories. In the fourth survey ” it varied from 70.5 
to 83.9 in the laboratories of the authors and from 31.3 
to 87.3 in state laboratories. 

I mention these facts to show how blood tests them- 
selves vary in their capacity to detect syphilis, to show 
the marked variations in relation to the methods 
employed and the skill and experience of the serologists 
conducting them and, finally, to emphasize the fact that 
states requiring blood tests before the issuance of a 
marriage license must assume the responsibility of seeing 
to it that the tests are conducted with one or, preferably, 
two of the best methods by serologists possessing a high 
degree of skill and experience. 


4. Because of the inadequacy or absence of a history of 
infection. 

That many syphilitic persons give no history of infec- 
tion is so well known as scarcely to require comment. 
Many purposely deny all knowledge of infection or 
believe themselves to have fully recovered, but about 30 
per cent of men and 60 per cent of women with chronic 
syphilis are honest in their denials and present no physi- 
cal evidence of infection in the latent stage. Symptom- 
less syphilis is relatively frequent, and about one man 


in every five and one woman in every three with syphilis 


fail to recognize the early symptoms and lesions. Cer- 
tainly merely to ask applicants for marriage licenses 
whether or not they have a communicable disease is 
practically worthless so far as syphilis is concerned, and 
I surmise that this is true of gonorrhea as well. 


5. Because of the inadequacy of clinical detection of the 
disease. 


Of course the ability to detect syphilis clinically varies 
according to the special skill and experience of the 
physician. Even experts fail to detect atypical chancres 
when depending alone on clinical judgment, without the 
aid of dark field examinations for Spirochaeta pallida, 
and general practitioners have a still higher incidence 
of missed diagnoses, especially in the case of extragenital 
infections. Even with secondary syphilis, for which 
blood tests give almost 100 per cent of positive reacticns, 
clinical diagnosis is not as easy as general impressions 
indicate, while with chronic latent syphilis diagnosis is 
frequently impossible because of the absence of detectable 
clinical manifestations. Furthermore, the incidence of 
missed clinical diagnoses in the chronic stages with signs 
and symptoms of disease is very high because the mani- 
festations of chronic syphilis are so numerous and so 
varied. Under such circumstances properly conducted 
blood tests are invaluable aids to diagnosis in spite of 
their shortcomings and must play a part of great value 
in reducing the incidence of syphilitic marriages. 


6. Cumming, H. S., and others: The Evaluation of Serodiagnostic 
Tests for Syphilis in the United States: Regert of Results, Ven. Dis. 
Inform. 16: 189 (June) 1935; J. A. M. A. 104; 2083 (June 8) 1935, 

7. adie, Thomas, and others: The Efficiency of State and Local 
Laboratories in the Performance of Serodiagnostic Tests for Syphilis, 

Inform. 18:4 (Jan.) 1937. Am. J: Pub. Health 27:15 
(Jan.) 1937. 

&. *Parran. Thomas, and others: Serodiaancetic Tests for Syphilis 
ae ig Nine State Laboratories, Ven. Dis. Inform. 18: 273 (Aug.) 37, 

9. Evaluation of Serodiagnestic Tests for Syphilis, Ven. Dis. y Sty 
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I have previously shown from the results of serologic 
surveys how the blood tests vary in their detection of 
syphilis according to the methods employed and espe- 
cially in relation to the skill and experience of the 
serologists conducting them, but I surmise that, if a 
commission of general practitioners as well as one of 
expert syphilologists were to undertake the diagnosis 
of the disease for a large group of persons including 
nonsyphilitic controls on the basis of histories and clin- 
ical examinations alone, there would be a goodly per- 
centage of missed diagnoses. Such an experiment has 
never been conducted but would be well worth while 
in emphasizing the limited value of clinical diagnosis 
alone in the detection of syphilis, especially in the chronic 
stages of the disease. Serologists should take care 
against falling into an attitude of infallibility in the diag- 
nosis of syphilis, and overconfidence on the part of 
clinicians is just as objectionable, as I well know from 
personal experience as a clinical syphilologist and 
serologist. 


6. Because premarital blood tests will reduce the inci- 
dence of transmission of syphilis to spouse and 
children. 

The danger of transmission of syphilis to spouse and 
children is greatest during the first five years after infec- 
tion, especially if no treatment or inadequate treatment 
has been given. As shown by the Cooperative Clinical 
Group, about 61 per cent of a group of 368 spouses 
were found to have syphilis. It is impossible to state 
whether infection was transmitted during the early or 
late stages of the syphilis in the partner, but, as stated 
by Moore,’® the danger of transmission to a marital part- 
ner from symptomless and latent syphilis is considerable. 
In this connection, the marriage of syphilitic women 
is especially likely to result in transmission of the disease 
to children. It is almost certain that a man transmits 
the disease to the offspring by first infecting the mother ; 
at least the instances of direct paternal transmission 
without maternal infection are extraordinarily infre- 
quent. Indeed there is never absolute safety for the 
children if the mother is known to have the disease, and 
the value of premarital blood tests in the prevention of 
disasters to spouse and children cannot be minimized 
or denied. 


7. Because premarital blood tests reduce the incidence 
of the economic hazards of marriage from incapacity 
or early death of the spouse. 


In view of the fact that untreated or insufficiently 
treated syphilis carries the risk of ill health, incapacity 
for earning a livelihood and premature death, it is unfair 
for a woman unknowingly to marry a syphilitic man, 
because of the economic risks involved. The fiancée of 
a syphilitic man has at least the right to know the con- 
ditions and risks and make her decision when the cir- 
cumstances have been explained to her. Furthermore, 
she has the right to know her chances of contracting the 
disease from her husband. Also the husband has a 
right to know his chances of contracting the disease by 
marriage with a syphilitic woman. In either event both 
have a right to know the chances of transmission of the 
disease to any children born of the marriage. When 
society is faced with the possibility of supporting the 
indigent syphilitic person incapacitated by the disease, 
or the spouse or the children, it has the right and the 
duty in my opinion of reducing as far as possible the 
risks 1 involy ed, not only from the standpoint of the state 
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but likewise from that of the welfare of the individual. 
Here is certainly one instance in which we are our 
“brother’s keeper.” 


8. Because premarital blood tests will reduce the inci- 
dence of divorce. 

I have no reliable statistics on syphilis as a cause of 
divorce, because so many persons are divorced on the 
grounds of incompatibility and the like as a mask for this 
cause, but undoubtedly the discovery that a spouse had 
syphilis before marriage and concealed the fact or was 
unaware of its existence is a frequent cause of divorce, 
to say nothing of the incidence of divorce due to syphilis 
contracted after marriage. Therefore I think that the 
prevention or delay of marriage involving syphilis by 
premarital blood tests is calculated to lower the incidence 
of divorce and all the evils it entails when due to this 
cause. Furthermore, such tests will inevitably reduce 
the disasters attending the remarriage of a man or 
woman following the death of or divorce of the spouse 
when infection occurred in the first marriage. 


9. Because premarital blood tests will greatly encourage 
the thorough treatment of syphilis. 

When syphilitic men and women realize that their ~ 
chances of cure are about 90 per cent with thorough 
modern treatment in the early stages and that thorough 
treatment without biologic cure in both the early and 
the late stages renders marriage and procreation pos- 
sible, especially if five or more years elapsed since 
infection, I think it is reasonable to expect that the legal 
requirement of premarital blood tests will encourage 
materially the thorough treatment of the disease, since 
the great majority of men and women look forward to 
the marriage state. I have enough confidence in human 
nature to believe that very few men and women wish 
knowingly and deliberately to endanger the health and 
lives of their spouses by syphilis. 

10. Because premarital blood tests are an excellent phase 
of the educational program against syphilis. 

Finally, I believe that premarital blood tests bring 
the subject of syphilis so prominently and intimately 
before both sexes that they cannot fail to stimulate a 
healthy interest in the disease and all it entails in relation 
to the individual and the public. Nothing is quite as 
good as a deep personal interest in acquiring a knowl- 
edge of any subject. Therefore I believe that these tests 
and all the publicity they entail will contribute materially 
to the education of the public on the subject of syphilis, 
to say nothing of inducing physicians to “brush up” on 
the subject of modern diagnosis and treatment, since the 
intelligent members of the public are never far behind 
the profession in keeping abreast of things of medical 
interest, especially those that may involve themselves 
in a very personal manner. 


REASONS AGAINST THE LEGAL REQUIREMENT OF 
PREMARITAL BLOOD TESTS FOR SYPHILIS 

Offhand it would appear that the reasons stated, pos- 
sibly with additional considerations, constitute ample 
justification for the legal requirement of premarital blood 
tests for syphilis, but legislators are confronted with the 
necessity for carefully considering certain reasons 
against such legislation, some of which may be briefly 
summarized as follows : 
1. Because premarital blood tests may give nonspecific 

or falsely positive reactions, 

As shown in the first serologic survey,® complement 
fixation tests gave 53 per cent and flocculation tests 62.4 
per cent of positive reactions with serums of fifty per- 
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sons with leprosy. With the serums of thirty-six per- 
sons with malaria; from 8.6 to 20.6 percent gave positive 
reactions. There are two diseases therefore occurring 
in the United States, and especially in the Southern 
states, which may cause positive reactions in the absence 
of syphilis. 

Except for these two diseases and possibly acute infec- 
tious mononucleosis, no other diseases occur in the 
United States which are likely to cause positive reac- 
tions in the absence of syphilis when the tests are prop- 
erly conducted. In a recent study of the serums of 441 
tuberculous persons a complement fixation test gave no 
doubtful or falsely positive reactions, while six of seven 
flocculation tests gave-a few aty pical false doubtful and 
false positive reactions. It is evident therefore that 
tuberculous toxemia may contribute a confusing factor 
in the serologic diagnosis of syphilis, but this does not 


present a major problem in the clinical interpretation 


of results obtained with carefully conducted methods." 

In the first serologic survey six of thirteen methods 
gave no falsely positive reactions with the serums of 
sixty-two patients with malignant neoplastic diseases, 
while the remaining seven showed from 1.6 to 9.7 per 
cent of positive reactions. In fifty-one cases of jaundice, 
eight of the thirteen methods employed gave no falsely 
positive reactions, while such reactions occurred with 
from 2 to 3.9 per cent of the serums with the remaining 
five methods. In forty-six cases of natural or induced 
fever, six of the thirteen methods gave no falsely positive 
reactions, while in the remaining seven these occurred 
in from 2.2 to 8.9 per cent. In pregnancy and menstrua- 
tion falsely positive reactions were ‘of exceptional occur- 
rence when the tests were properly conducted, as will 
be discussed shortly in more detail. 

In other words, the serologic tests commonly 
employed at present are remarkably specific for syphilis 
when properly conducted, since the incidence of falsely 
positive reactions in tuberculosis, jaundice, malignant 
disease, fever and other diseases except leprosy and 
malaria is no higher than that for healthy persons, vary- 
ing according to the method employed and, especially, 
the skill and experience of the serologists. In all four 
of the serologic surveys the incidence of falsely positive 
reactions observed in the laboratories of the authors of 
complement fixation and flocculation procedures varied 
from 0 to about 4 per cent, with the majority of the pro- 
cedures showing no falsely positive reactions at all. In 
state and local laboratories the incidence varied from 0 
to about 10 per cent, so that it cannot be denied that the 
various blood tests employed at present are capable 
of giving falsely positive reactions, especially the 
supersensitive flocculation procedures. As shown in the 
last, or fourth, survey (1938), however, a complement 
fixation and five flocculation procedures gave no falsely 
positive reactions at all in the laboratories of their 
authors, while one complement fixation and one floccu- 
lation test gave from 1 to 2 per cent of falsely positive 
reactions, indicating the high specificity of the tests when 
conducted under the best of conditions. 

The fact remains that under routine conditions the 
blood tests for syphilis are capable of giving a small 
percentage of doubtful or falsely positive reactions ; their 
incidence of course is in relation to the skill and experi- 
ence of the serologists conducting them. ‘To deny a man 
or woman the license to marry on the evidence of a 
positive blood reaction alone is risky and seriously open 
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to criticism and objection. In the absence of clinical 
manifestations and a history at least suggestive of syphi- 


-lis, it seems to me that the serologic evidence should 
be indisputable and based not on a single but on at least 


two positive reactions by two or more methods. © As 


‘previously stated, those states legally requiring or con- 


templating premarital blood tests are obligated to see 
that the laboratories conducting them are approved as 


-to the method or methods employed as well as the skill 
and experience of the personnel. 
legal complications are bound to arise from falsely posi- 


Sooner or later serious 


tive reactions in applicants for marriage licenses. 7 
I have observed during serologic: surveys in the past 
two years several instances of falsely positive reactions 


-in which a good deal of work was required to convince 


the subjects that they were not syphilitic. I know of 

physicians instituted treat- 
alsely positive blood reactions 
I am strongly in favor of 
serologic surveys for the detection of unsuspected syphi- 
lis, but I predict a small incidence of unnecessary treat- 
ment of nonsyphilitic persons as well as treatment 
accidents and injudicious therapy of syphilitic persons 
whose only indication for treatment has been a positive 
serologic reaction. These are by no means new or 
exceptional, since unnecessary or injudicious treatment 
on the basis of positive serologic tests is an old story 
in medicine, but I fear that one result of widespread 
serologic surveys will be to increase their incidence, 
especially in the case of physicians without special skill 
or experience with syphilis. 


2. Because positive blood reactions as the only evidence 
of syphilis may not always indicate a danger to mar- 
riage, especially in the case of thoroughly treated 
chronic syphilis. 

As previously stated, no physician can absolutely 
guarantee to a patient with syphilis that infection will 
not be transmitted by the marital relationship, but if the 
disease is of five or more years’ duration, with thorough 
modern treatment for at least two years, the risks are 
almost infinitesimal even though the serologic reactions 
are positive. Whether or not the state can take a chance 
in its efforts to protect the spouse and children under 
such conditions is open to argument. Some excellent 
syphilologists are of the opinion that treatment may be 
terminated and marriage sanctioned. I am among those 
who believe that persistently positive serologic reactions 
are indicative of persistent infection requiring periodic 
courses of treatment for several additional years and in 
some instances for the rest of life to keep the infec- 
tion latent '* and that with such a program of treatment 
it is safe to sanction marriage and parenthood. Certainly 
no man or woman under such conditions must be per- 
mitted to regard his or her life as permanently blighted 
so far as the possibility of marriage is concerned, as in 
most instances he or she may marry with reasonable 
assurance of safety for spouse and children, 

In other words, it seems to me that the state should 
exercise acceptable precautions in refusing a license 
when the applicant gives a positive serologic reaction on 
the basis that the presence of this reaction alone may not 
Just how such 


precaution should be exercised i; not clear, but certain 


states require a physical examination along with an 


opinion from a licensed physician. Here, however, 1s 
a matter frequently requiring a more expert opinion 
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than many physicians without special experience with 
syphilis are capable of giving, and, since the incidence 
of positive premarital reactions is comparatively low, it 
may be possible for each state adopting premarital tests 
to require in writing the sanction of a qualified expert 
of integrity before issuing a license for marriage under 
such conditions. On the other hand, since an arrange- 
ment of this kind may not be workable, the state may 
assume that its laws are for the benefit of the majority 
even though working a hardship on the individual and, 
with this as a recognized legal principle, simply refuse 
a license to all persons with positive serologic reactions 
when every reasonable precaution has been taken against 
false positive reactions. 


3. Because the legal requirement of premarital blood 
tests may discourage marriage and promote sexual 
promiscuity. 

A possible tendency to discourage marriage is a reason 
against legally required premarital blood tests worthy 
of serious consideration. Without doubt the tests are 
repugnant to a large number of men and women, who 
assume that they question their chastity. In time, how- 
ever, the present educational program will reduce the 
widespread impression that sypnilis always implies a 
lapse in sexual morality by showing that in eight or ten 
of every 100 cases of acquired syphilis the infection is 
extragenital (especially of the lips) and that every one 
is exposed in some degree to the dangers of infection 
in spite of respectability and morality. 

The fact remains that many persons, including some 
who suspect or know that they are or have been syphi- 
litic, will go for marriage '* to states which do not 
require premarital examinations. Even worse is the 
strong probability that many of the latter will forego 
application for a marriage license and adopt common 
law marriage or a life of sexual promiscuity. Unfortu- 
nately this is particularly true of the social classes carry- 
ing the highest incidence of the disease. 


4. Because premarital blood tests alone may not detect 
syphilis, especially in its incubationary and primary 
stages. 

While blood tests alone may not detect syphilis, this 
does not necessarily constitute a valid reason against the 
legal adoption of premarital blood tests. 

That a man or woman may marry during the incuba- 
tion period of syphilis (ordinarily from three to four 
weeks after exposure and infection) with negative reac- 
tions is self evident, because enough time has not elapsed 
for the production of sufficient antibody or reagin in the 
blood for its detection. Under these conditions the 
applicant will slip through in spite of both physical 
examination and blood tests. Furthermore, the same 
thing is likely to occur unless the primary sore or 
chancre has been present for at least ten days and, even 
then, about 50 per cent of persons will give negative 
serologic reactions. A physical examination may reveal 
the sore, especially in men, but the sore readily and 
frequently escapes detection in women. Furthermore, 
many physicians still rely too much on their clinical 
judgment in differentiating syphilitic from nonsyphilitic 
sores on the genitilia and lips. In this connection I 
wish it were legally possible to require one or more dark 
field microscopic examinations for Spirochaeta pallida 
in all cases in which the true nature of the lesion is in 
doubt. 


13. If residents of Rhode Island are married outside the state and 
within six months again take up residence in Rhode Island, ey are 
required to conform to the provisions of the law requiring blood tests. 
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At least the premarital physical and blood examina- 
tions should be made as near the date of issuance of the 
license as possible in order to reduce to a minimum 
the chance that candidates will slip through during the 
incubation and primary stages. Of the nine states now 
requiring premarital examinations, four (Illinois, Ken- 
tucky, Michigan and Wisconsin) specify that they must 
be made within fifteen days prior to issuance of the 
license; one (New York) specifies twenty days, two 
(New Hampshire and New Jersey) thirty days and two 
(Connecticut and Rhode Island) forty days. It seems 
to me that this period should not be longer than ten 
days, which ought to be sufficient for both physical 
examination and blood tests even when the latter require 
repetition. It would be still better to require the exami- 
nations within ten or fifteen days of marriage instead 
of within this period prior to the issuance of a license, 
because infection may and sometimes does occur in the 
time elapsing between the securing of a license and 
actual marriage. 

Certainly every state adopting such legislation should 
require a medical examination by a licensed physician 
in addition to a blood test by the state or other approved 
laboratory, as it is self evident that the latter alone is 
insufficient. This is certainly true in the primary stage 
as well as in the latent and tertiary stages, when, it is 
remembered, serologic tests alone may fail to detect the 
disease. Apparently eight (Connecticut, Ilinois, Ken- 
tucky, Michigan, New York, New Hampshire, New 
Jersey and Rhode Island) of the nine states with laws 
requiring serologic tests for syphilis before the issuance 
of a license to marry require a physical examination or 
at least a statement from a licensed physician that the 
patient is free from communicable syphilis, while appar- 
ently Wisconsin accepts a negative blood test alone as 
satisfactory evidence. 


REASONS FOR THE LEGAL REQUIREMENT OF BLOOD 
TESTS FOR SYPHILIS DURING PREGNANCY 
OR AT DELIVERY 

As previously stated, laws requiring blood tests of 
pregnant women have been passed by New Jersey, New 
York and Rhode Island, and it is to be hoped that similar 
ones will be adopted by every state, including provision 
for tests at the time of delivery in those frequent 
instances in which the woman has delayed obstetric care 
until labor has begun. Of course one of the main pur- 
poses of such laws is to detect syphilis and institute 
treatment as early as possible for the welfare of the 
child. When the blood test is made at delivery this 
opportunity is lost, but syphilis of the mother may be 
detected and subsequently treated. 


1. Because blood tests during pregnancy afford an 
excellent opportunity for detecting syphilis in both 
married and unmarried women. 

Tests possessing the maximum of sensitivity consis- 
tent with specificity must be employed, because syphilis 
in pregnant women is not as readily detected either clini- 
cally or serologically as in nonpregnant women and in 
men. Furthermore, although the question of preg- 
nancy’s causing falsely positive reactions is important, 
I can do no better than quote Moore: '* 

There still persists a superstition, wholly unwarranted, that 
pregnancy is a frequent cause of false positive Wassermann 
reactions. This has been repeatedly demonstrated to be untrue, 
but the fallacy will not down. Pregnancy does not cause false 
positive Wassermanns; on the contrary, its effect is sometimes 
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the reverse, and it may cause false negative tests in patients 
who have definite clinical evidences of syphilis. A_ strongly 
positive blood Wassermann in the pregnant woman, verified on 
repetition to avoid error in labelling or technique, is diagnostic 
of syphilis regardless of the presence or absence of a history 
or physical evidences of infection. The physician who disregards 
such a test and withholds antisyphilitic treatment from the 
mother accepts a grave responsibility for which he may be held 
accountable. 


In the first serologic survey, covering blood tests in 
fifty-four cases of pregnancy, nine serologists reported 
no falsely positive reactions at all, while four reported 
an incidence of from 1.9 to 3.8 per cent. 


2. Because the detection and treatment of syphilis in 
pregnancy increases the chance of the birth of a 
nonsyphilitic child, with a reduction in the number of 
miscarriages and in infant mortality. 


As shown by Jeans,’® 76 per cent of 1,712 normal 
women gave birth to healthy children, with only 9.7 
per cent of miscarriages and 15 per cent of deaths dur- 
ing infancy. Among from 2,000 to 4,000 syphilitic 
women only 16.6 per cent gave birth to healthy children, 
with 30.3 per cent of miscarriages and an infant mor- 
tality of 30.2 per cent. Substantially similar results have 
been reported by the Cooperative Clinical Group. Usil- 
ton and her colleagues '® have reported 2 per cent of 
stillbirths among nonsyphilitic mothers in Chicago, with 
10 per cent among syphilitic women. 

Since, in the average pregnant woman, the most searching 
physical examination fails to reveal any evidence of the existence 
of syphilitic infection, the best and usually the only way to 
recognize its presence is by means of the routine use of the 
blood Wassermann. This is now current practice in almost all 
large obstetrical clinics, the observed incidence of syphilis rang- 
ing, depending on the race and general type of clientele, from 
3-23 percent. It should be current practice not only in clinic 
patients, but in patients of the private class as well; and no 
considerations of social level, expense, or confusion of morals 
with medical issues should be allowed to stand in the way of 
its performance in every pregnant woman. Only if syphilis 
is recognized in the pregnant woman can it be treated; only if 
it is treated, can congenital syphilis be prevented; and in the 
vast majority of instances, recognition of infection in the mother 
depends on the blood Wassermann, and on nothing else (Moore). 


Available evidence indicates that proper treatment 
begun early, before the fifth month, bids fair to prevent 
infection of the fetus; if started after the fifth month it 
amounts to early treatment of an already existing infec- 
tion, so that the high probability of the birth of a 
syphilitic infant or of a miscarriage is transformed into 
the practical certainty of the birth of a normal living 
child. 


3. Because the detection of syphilis in pregnancy results 
in the treatment of the mother, especially during sub- 
sequent pregnancies. 

The detection of syphilis in pregnancy enables the 
mother to benefit from treatment, with “cure” or 
“arrest” of her infection, as well as providing the indi- 
cation for treatment during subsequent pregnancies for 
the protection of the fetus, especially if the reaction of 
the blood remains positive or if there is clinical evidence 
of persistent infection, regardless of the amount of pre- 
vious treatment. Not infrequently it is difficult to per- 
suade the mother, usually symptomless and in good 
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health, to continue treatment after delivery, but this 
should be done whenever possible and particularly if 
her infection has occurred within two years. Further- 
more, since the blood tests of some pregnant syphilitic 
women give falsely negative reactions, treatment ‘on 
suspicion” during pregnancy is frequently justified. 


4. Because the detection of syphilis in pregnancy may 
result in its detection and treatment in the child 
after birth. 

Positive serologic reactions during pregnancy natu- 
rally make the physician suspicious that the child will 
be syphilitic, especially if no treatment or insufficient 
treatment has been given. If there has been no oppor- 
tunity for conducting the tests during pregnancy, the 
blood of both mother and child should be tested at 
delivery. In the case of the latter, cord blood may be 
employed although the test is not absolutely reliable, 
since a child with a negative reaction may subsequently 
show evidence of congenital syphilis, while one with 
a positive reaction may remain completely free from 
clinical or x-ray evidence of infection and subsequently 
give negative reactions. 


5. Because the detection of syphilis during pregnancy 
may lead to its detection and treatment in the father 
and other children. 

The detection of syphilis during pregnancy naturally 
leads to the examination of the father and any other 
children of the marriage, with the institution of treat- 
ment if infection is found. 

Not every child of a syphilitic mother is born with 
syphilis. Some authorities believe, however, that in 
view of the difficulties in diagnosis during infancy and 
childhood all children born of syphilitic mothers should 
be treated, even if clinically and serologically free from 
infection ; others believe that treatment should be given 
only when some positive or suggestive evidence of infec- 
tion is present. The great difficulty is in proving that 
infection is absent in the children of syphilitic mothers, 
especially since the incidence of falsely negative blood 
reactions in symptomless congenital syphilis is particu- 
larly high; in case of doubt I administer treatment. 


REASONS AGAINST THE LEGAL REQUIREMENT OF 
BLOOD TESTS FOR SYPHILIS DURING PREG- 
NANCY OR AT DELIVERY 

I know of no valid or important reasons against the 
legal requirement of blood tests during pregnancy or at 
delivery. As previously stated, falsely positive sero- 
logic reactions are no more likely to occur during preg- 
nancy than in the case of men and nonpregnant women 
with acceptable methods skilfully carried out. It is true 
that many women, as well as their husbands, may object 
on the assumption that the test questions their morality, 
but, as previously stated, this is hardly a valid reason. 
Furthermore, when the blood of a woman has been 
tested and found to have a negative reaction in one 
pregnancy she may object to tests in later pregnancics, 
but this is no guaranty that she has escaped infection in 
the interim, especially if the husband is known or sus- 
pected to have acquired syphilis. 

It may be that some women objecting to the legal 
requirement of blood tests during pregnancy will neglect 
to place themselves in the care of physicians and even 
elect to be delivered by a midwife. This is one of the 
reasons why I believe that it is advisable to require 
that the results of a blood test during pregnancy or at 
delivery shall be reported on all certificates of birth. 
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COM MENT 

It is hoped that the discussions given both pro and 
con of the issues involved in relation to legally required 
blood tests before marriage and in pregnancy will 
prove of aid in the crystallization of opinion. It is not 
my purpose to discuss my personal views, but after 
due consideration of the issues involved, I find myself 
in favor of premarital examinations, including blood 
tests, and certainly in favor of blood tests during preg- 
nancy or at delivery when conducted by methods pos- 
sessing the maximum of sensitivity consistent with 
specificity and by serologists of skill and experience. 

2101 Pine Street. 
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Recent mortality reports seem to indicate that the 
intensive efforts by practicing physicians, local, state 
and federal health agencies and a great many lay groups 
to reduce the number of unnecessary maternal deaths 
in the United States are beginning to show their effects. 
Official statistics of the Bureau of the Census for the 
year 1937 give a maternal mortality rate of 49 per 
10,000 live births. This rate is 14 per cent lower than 
the rate for 1936 (57), which was the previous low rate 
for the United States. If the maternal mortality rate 
for 1937 had remained the same as in 1936 there would 
have been 1,746 more maternal deaths in 1937 than 
actually occurred. This decrease in maternal mortality 


‘in 1937 is especially significant, since the death rate 


among women of child-bearing ages (from 15 to 49 
years of age) from all other causes decreased by only 
4 per cent. The birth rate in 1937 (17.0) was higher 
than the birth rate for 1936 (16.7). 

Provisional statistics compiled by the United States 
Public Health Service indicate that the maternal mor- 
tality rate for 1938 will probably be more than 10 per 
cent lower than the relatively low rate for 1937. 

Chart 1 shows the maternal mortality rates for the 
birth registration area of the United States for the 
period 1930 to 1938. The striking reduction in the 
rate for 1937 requires careful study, especially in 
view of the fact that the maternal mortality rate, 
although declining, was reduced on the average only 
about 3 per cent a year during the period 1930 to 
1936. Chart 2 shows the states in which the maternal 
mortality rates for 1937 were significantly lower than 
for 1936 as shown by tests of statistical significance. 
The map shows seventeen states in which the decreases 
were sufficient to be statistically significant. The 
maternal mortality rates also decreased in twenty-six 
other states (including the District of Columbia) and 
increased in six states, but these changes were not 
sufficient to be of statistical significance. 

The maternal mortality rate decreased fairly generally 
throughout the country, so that factors applicable to 
one area only cannot be considered of great importance. 
Table 1 gives the maternal mortality rate by causes 
from 1930 to 1937 

The marked decrease in 1937 in the maternal death 
rate from infection should be noted, for, although 
theoretically a larger proportion of these deaths than 
of deaths from any other cause are preventable, the 
maternal mortality rate from sepsis in the past decade 
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has decreased relatively little. The rates for hemor- 
rhage, toxemias and all other causes were also signifi- 
cantly lower in 1937. The percentage of decrease of 
rates for infection, hemorrhage and other causes except 
toxemia was much greater in 1937 than their average 
decrease from 1930 to 1936. 

The rate for toxemia, which had been dropping more 
rapidly than the rate for any other cause between 1930 
and 1936, showed the smallest percentage of decrease 
in 1937. 

Table 2 gives the average annual percentage of change 
in maternal mortality rates by cause from 1930 to 1936 
and the percentage of change from 1936 to 1937, 

The factors which may have been involved in bring- 
ing about the changes in rates which have been discussed 
will now be considered. 

The general economic level of families in the United 
States may have been better in 1937 than in the five 
preceding years, but the prosperous years of the late 
1920’s brought about no such reduction in the maternal 
mortality rate. The importance of teaching women the 
value of proper diet during pregnancy and of assisting 
them to obtain certain protective foods is recognized by 
most public health agencies. The distribution of sur- 
plus commodities by the government and increasing 


TABLE 1.—Causes of Maternal Mortality; United States, 
1930 to 1937 


Maternal! Deaths per 10,000 Live Births 
Causes of Death 1980 1931 1932 19383 1934 1985 1936 19387. 


All puerperal causes.,...... 67.3 66.1 63.3 619 59.3 58.2 56.8 48.9 
oe 24.4 25.1 23.4 23.5 236 2&0 215 169 
of pregnancy... 18.5 168 15.2 14.7 138 126 130 12.3 
Hemorrhage............... 6.9 6.8 6.6 6.4 6.5 6.4 6.5 6.0 
All other eauses............ 17.56 17.4 181 17.3 154 152 158 18.7 


TasLe 2.—Average Annual Percentage of Decrease tn the 
Maternal Mortality Rate, United States, from 1930 to 
1936; and Percentage ef Decrease from 1936 to 1937 


Cause of Death 1980 to 1986" 1936 1937 


All puerperal Causes... 2.9 3.9 
Toxemias of 6.0 5.4 


* Caleulated by the ordinary equation for geometric progression: 
log. y = 100 (a + bx). 


1 a 
t Caleulated: (0 (1686 rate 937 rate) 


1936 rate 


efforts of local relief authorities to provide proper food 
for families in need of public assistance may well be 
a factor in improving the health of these families. 

The only recent scientific discovery or addition to 
the therapeutic armamentarium of the obstetrician is 
sulfanilamide. This drug in the future will be likely 
to save many lives from certain types of puerperal infec- 
tion, but its use in 1937 for the treatment of puerperal 
infection was not widespread in the United States. 

The avoidance of pregnancy among women suffering 
with heart disease, tuberculosis, chronic nephritis or 
other chronic organic disease will reduce the number 
of maternal deaths in this group of women and the 
number of therapeutic abortions. Many persons believe 
that the wide distribution of birth control information 
will result in a decrease in the incidence of abortions 
induced for other than therapeutic purposes. Accurate 
statistics on illegally induced abortions are not available 
in the United States to support or disprove these con- 
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tentions. That the unsuccessful practice of birth control 
may result in an increased number of induced abortions 
was shown in a recent study by the Milbank Memorial 
Fund of 6,554 pregnancies occurring m more than 
1500 women in a Midwestern city." In this group 
illegal abortion was ten times as frequent m the termina- 
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Fig. 1.—Trend of maternal mortality in the United States; 1930 to 1938. 
tion of accidental pregnancies as in the termination of 
pregnancies which occurred when no contraception was 
used. 

The percentage of births in hospitals in the United 
States increased from 41 per cent in 1936 to 45 per 
cent in 1937. Better facilities for transportation and 
the rapid spread of group hospital insurance and lay 
education may have had something to do with this. 
If all women were delivered in properly equipped and 
administered maternity hospitals it would be ideal for 
both patient and physician, but unfortunately there are 
too few hospitals in the United States today that can 
he considered entirely satisfactory for the care of mater- 
nity patients. 

I:ducators in the field of obstetrics have anticipated 
for many years that when a sufficient number of phy- 
sicians trained in the past ten or fifteen years were in 
practice their appreciation of the value of prenatal care 
and the dangers of certain complications of pregnancy 
would result in better obstetric care. The constant 
efforts of the American Medical Association to raise 
the level of education in the medical schools and to 
improve and extend intern and resident services in 
hospitals have of course had far reaching effect in 
improving all phases of medical activities. Undoubtedly 
the improved education of medical: graduates in recent 
years has been a definitely favorable factor. Post- 
graduate education in obstetrics provided in recent years 
for local medical groups in almost every state has 
resulted in a great increase in the professional interest 
in problems of maternal care. The demands by these 
practicing physicians for additional clinical postgraduate 
obstetric training and experience have been steadily 
increasing. The application of adequate, intelligent 
maternal care is spreading, and there is an increasing 
appreciation by general practitioners of the need for 
consultation with obstetric specialists for certain of the 
tore serious complications of pregnaney and childbirth. 

ne of the most important factors in the recent 
reduction of the maternal death rate has been the nation- 
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wide educational campaign directed to present and 
future mothers. Newspapers, radio, magazines and 
even movies have bombarded the public with the benefits 
of proper medical and hospital care tor the maternity 
patient. Some 20,000 public health nurses have relent- 
lessly preached the gospel “See your doctor early in this 
pregnancy,” have assisted the families they serve m 
carrying out the instructions of their physictans, have 
taught hygiene in the home, have helped prepare tor 
the delivery and often have assisted the physician during 
labor. Dr. J. Whitridge Willams often used to say 
that when the women of America realize the value and 
need for adequate maternity care they will demand it, 
and only then will they get it. The women of America 
are demanding better care and more and more ot them 
are receiving it each year. 

The extension and improvement of state and local 
public services for maternal and child health made 
possible under the provisions of the Social Security Act, 
beginning early in 1936 and increasing in effect in sub- 
sequent years, have made possible additional postgradu- 
ate medical education and have stimulated a nationwide 
campaign of lay education. From these funds the states 
have provided medical, nursing and dental care to ever 
increasing numbers of maternity patients and have 
raised the standards of maternal care in all parts of the 
country. The states recently reported that 69 per cent 
of the 1,207 permanent antepartum clinical centers 
administered by state health agencies or by local health 
agencies under supervision of state health agencies have 
been established since social security appropriations for 
maternal and child health services became available. 
Thirty-eight per cent of the 1,984 counties with public 
health nursing services for mothers and children under 
the supervision of the state health agencies have estab- 
lished this service since the social security funds were 
made available. 


MATERNAL MORTALITY RATE 
1937 SIGNIFICANTLY LOWER 
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Fig. 2.—Significant changes in maternal mortality rates; 1937 compared 
with 1936, 


The carefully conducted studies and surveys of 
maternal mortality which have been made in recent 
years have had a profound effect in every community 
undertaking them. Only the physicians who have given 
hours and days of their time each month to studying 
all the factors concerned with the maternal deaths in 
their communities and who have sought the best methods 
jor preventing these deaths in the future can fully 
appreciate what their efforts have accomplished during 


a 
Vi 
Vth o* 
~ a - 
om 
FOR THE UNITED STATES 1957 (49 FER 10000 Live HS) WAS Tram Teal FoR (97) 


VoLume 112 
NuMLER 23 


the past few years. The American Committee on 
Maternal Welfare, Inc., with its component organiza- 
tions, and the state maternal welfare committees have 
been leaders in assisting the public health agencies and 
the medical profession in coordinating their efforts. 
The Chiidren’s Bureau has recently prepared a new 
simplified record form for community studies of 
maternal mortality.” 

Though it is expected that the number of maternal 
deaths will continue to decrease in 1938 and 1939, the 
downward trend in maternal mortality as shown on 
statistical charts issued by the Bureau of the Census 
may not continue in the United States after 1939 for two 
reasons, which relate to the reporting and classification 
of causes of deaths and not to the results of maternal 
care. 

The standard death certificate as revised for use in 
1940 requires the physician to record on the death 
certificate all instances of pregnancy within three 
months prior to death. As a result, pregnancy will be 
mentioned in connection with a larger number of deaths 
than at the present time. There are at present about 
14,000 deaths annually in the United States concerning 
which pregnancy is mentioned on the death certificate 
as a cause of death. These deaths are usually termed 
“deaths associated with pregnancy and childbirth.” 

Of the 14,296 deaths so certified in 1935, 87.7 per 
cent were assigned to puerperal causes, that is were 
classified as directly due to pregnancy and childbirth, 
and 12.3 per cent were assigned to nonpuerperal causes. 
The latter group included deaths due to criminal abor- 
tion and deaths due to some disease such as tubercu- 
losis, diabetes, chronic nephritis or syphilis, which might 
or might not have proved fatal if the women had not 
become pregnant. The occurrence of pregnancy in a 
woman with active or recently arrested tuberculosis, 
chronic nephritis, heart disease and so forth is likely 
to exacerbate the underlying disease and so be respon- 
sible for a number of deaths among this group of 
women. The more complete information to be obtained 
in 1940 may result in the assignment of a larger num- 
ber of deaths to the puerperal conditions. 

The International List of Causes of Death as revised 
for use in 1940 will result in the assignment to puerperal 
causes of a larger proportion of the deaths associated 
with pregnancy and childbirth. At the meeting of the 
International Commission for the Decennial Revision 
of the International Nomenclature of Diseases held in 
Paris in October 1938, it was agreed by all countries 
represented that after 1940 criminal abortions would be 
classified as due to puerperal causes. Under the revi- 
sion of the list now in use (the 1929 revision) criminal 
abortions are classified under homicide. There are only 
about 250 deaths annually in the United States which 
are stated to be due to criminal abortions. Several 
changes were made in the list and several definitions 
were adopted which will result in more satisfactory 
information on causes of maternal mortality. An abor- 
tion was defined as the termination of a uterine preg- 
nancy at less than seven months (twenty-eight weeks) 
of gestation. Under the procedure of the 1929 revision 
of the list many deaths occurring at less than thirty- 
eight weeks of gestation have been classified as abor- 
tions. 

It is expected for the following reasons that after 
1940 far more information will be available to serve 


2. These record forms, with instructions for making such studies, may 
be obtained from the Children’s Bureau. 
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as a basis for understanding the causes of maternal 
mortality and for planning work directed toward the 
reduction of maternal deaths : 

1. The requirement that physicians mention preg- 
nancy on the death certificate of all women who were 
pregnant within three months prior to death will give 
a new view of the real importance of pregnancy as a 
factor in relation to death. 

2. The 1940 revision of the International List of 
Causes of Death will afford more satisfactory informa- 
tion on the causes of death directly due to pregnancy 
and childbirth. 

3. Another great forward step is the addition of a 
medical section to the standard stillbirth certificate and 
of the medical section to the live-birth certificate recom- 
mended by the American Committee on Maternal Wel- 
fare and the Children’s Bureau. 

The significant changes that have occurred in the 
maternal mortality rate in 1937 offer real encouragement 
for the future. The adequate body of statistical fact 
that will be afforded for the years after 1940 gives every 
hope that far greater forward steps may be taken than 
in the past. 


SPONTANEOUS REMISSIONS IN 
SCHIZOPHRENIA 


(CINCINNATL GENERAL HOSPITAL, 1933-1937) 
JULES GELPERIN, M.D. 
CINCINNATI 


Spontaneous remissions occur with a certain fre- 
quency in cases diagnosed as schizophrenia. This is an 
important factor in evaluating results obtained from 
insulin and metrazol treatment. The present study was 
made in order to determine the incidence of this phe- 
nomenon at the Cincinnati General Hospital. Those 
patients who had been diagnosed as having schizo- 
phrenia in the Cincinnati General Hospital for a five 
year period (1933-1937) were investigated to obtain 
information regarding the duration of the hospital stay, 
the outcome of the episode and the duration of the 
remission in the improved patient. 

The patients were first admitted to the Psychiatric 
Pavilion of the Cincinnati General Hospital and sub- 
sequently were either discharged from the Cincinnati 
General Hospital or transferred to the nearby State 
Psychiatric Hospital. This study was continued on the 
patients transferred to the state hospital. Patients who 
had been given metrazol or insulin therapy were not 
included in this study. The patients were divided into 
four groups according to the duration of their symp- 
toms prior to admission to the hospital : 

1. Symptoms of less than six months’ duration, 

2. Symptoms of from six to twenty-four months’ duration. 

3. Symptoms of more than twenty-four months’ duration. 

4. Symptoms for an indeterminate period. 


Of 103 patients whose symptoms were of less than 
six months’ duration prior to hospital admission, fifty- 
three were discharged from the hospital improved. 
Twenty-one were admitted for a period, then transferred 
to the State Hospital and subsequently discharged as 
improved. Three were admitted twice each; their first 
stay ranged from three to seven weeks and their second 
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admission resulted in transfer to the State Hospital, 
from which they were discharged as improved. The 
duration of hospital residence of these twenty-four 
patients was as follows: for periods ranging up to six 
months there were thirteen patients, from six to twelve 
months six patients and from twelve to twenty-four 
months five patients. In summary there were twenty- 
seven admissions for these twenty-four patients with a 
range of hospital stay, comprising that in the Cincin- 
nati General Hospital and State Hospital, of from three 
and one-half months to four and one-half years, with 
an average hospital stay of 9.9 months per admission. 
Twenty-nine patients were discharged from the Cin- 
cinnati General Hospital improved after a hospital stay 
which ranged from one to twelve weeks and averaged 
4.1 weeks. These twenty-nine patients are classed 
according to the duration of their hospital stay as fol- 
lows: for periods ranging up to four weeks, twenty 
patients; from five to eight weeks, eight patients; one 
patient remained in the hospital for eleven weeks. The 
fifty-three patients who were finally discharged as 
improved had an average hospital stay of 5.4 months 
per admission. 

There were fifty patients of this group who were 
unimproved. Two died in the Cincinnati General Hos- 
pital after an average hospital stay of less than four 


The Outcome in 235 Cases of Schizophrenia Without 
Drastic Treatment 


Duration Number Average 

Oo Num- of Num- Hospital 
Symptoms ber Unim- ber Per Stay in 

Prior to of proved of Number Cent Improved 
Admission Cases Patients Deaths Improved Improved Cases 
0 to 6 mo...... 108 43 7 53 51.4 5.4 mo. 
8 to 24 mo.,... 30 18 3 9 30.0 8.9 mo, 
90 oY 4 27 30.0 12.9 mo. 
Undetermined 12 7 1) 5 41.6 4.0 mo. 
235 127 14 O4 40.0 7.7 mo, 


weeks and five died in the State Hospital subsequent 
to transfer after an average hospital stay of twenty-five 
months. Forty-three patients were transferred to the 
State Hospital and the length of their residence there 
to date (July 1, 1938) is as follows: from six to 
twelve months, four patients; from twelve to twenty- 
four months, nine patients ; from twenty-four to thirty- 
six months, thirteen patients; from thirty-six to 
forty-eight months, five patients; and from forty-eight 
to sixty: months, twelve patients. Seventeen patients 
were discharged from the Cincinnati General Hospital 
unimproved after an average hospital stay of less than 
four weeks. These could not be followed and the clin- 
ical outcome was therefore not determined. 

Of thirty patients whose symptoms were present for 
from six to twenty-four months prior to hospital admis- 
sion there were nine discharged as improved. One was 
discharged from the Cincinnati General Hospital after 
being there for five weeks. Eight were transferred to 
the State Hospital after hospital stays which ranged 
from five to sixty-four weeks, the average stay in the 
two hospitals being 8.9 months. Four of this group 
remained in hospitals less than six months and four 
for between six and twelve months. 

‘There were twenty-one patients who did not improve. 
Eighteen were transferred to the State Hospital and 
are still there. Two of these patients have been con- 
fined to hospitals for less than six months, six from 
twelve to twenty-four months, one for twenty-eight 


months and nine from thirty-six to sixty months. Three 
others who did not improve were transferred to the 
State Hospital and died after an average stay of 11.3 
months. Three patients were discharged from the Cin- 
cinnati General Hospital unimproved after aneaverage 
stay of less than two weeks. Their subsequent clinical 
course could not be determined. 

Of ninety patients whose symptoms were present for 
more than twenty-four months prior to hospital admis- 
tion, twenty-seven were discharged improved. Twenty- 
four were transferred to the State Hospital and thence 
discharged improved. These twenty-four patients 
required hospital residence as follows: thirteen for less 
than six months, three for from six to twelve months, six 
for from twelve to thirty-six months, and the remaining 
two for thirty-nine and fifty-six months respectively. 
The combined hospital stays ranged from three to fifty- 
one months and averaged 14.1 months. Three patients 
were discharged from the Cincinnati General Hospital 
improved after from two to three weeks. The average 
hospital stay was 12.9 months for the twenty-seven 
patients. 

There were sixty-three patients who were unim- 
proved. Four were transferred to the State Hospital 
and died there after an average stay of thirty-one 
months. Fifty-nine patients were transferred to the 
State Hospital and are still there. These patients have 
been in the hospital for the following periods: nine for 
less than twelve months, twenty for from twelve to 
thirty-six months and thirty for from thirty-six to sixty 
months. Twenty-six patients were unimproved and 
were discharged from the Cincinnati General Hospital 
after an average stay of less than three weeks. Their 
subsequent clinical course could not be determined. 

Of twelve patients whose symptoms were of unde- 
termined duration, five were improved at the time of 
discharge from the hospital. Three were transferred 
to the State Hospital and later discharged improved 
after hospital stays ranging from two to eight months 
and averaging 5.3 months. Two patients were dis- 
charged from the Cincinnati General Hospital improved 
after hospital stays of one week and fifteen weeks. 

Seven patients were unimproved. Seven were trans- 
ferred to the State Hospital and are still there after 
periods ranging from four months to five years. Five 
patients were discharged from the Cincinnati General 
Hospital unimproved after an average stay of less than 
three weeks. Their subsequent course could not be 
determined. 


SUBSEQUENT COURSE OF THE IMPROVED PATIENTS 

Attempts were made to interview all of the ninety- 
four improved patients. They were traced by means 
of addresses given on admission to the Cincinnati Gen- 
eral Hospital, and only twenty-one could be located in 
the community. Three had reentered the hospital 
because of recurrence of the psychosis, twelve months, 
twenty-two months and four years after the first dis- 
charge. 

The eighteen patients (fourteen males and four 
females) who remained in the community with no 
return of the psychosis were interviewed. Eleven of 
the men were working full time and three part time. 
One female was working full time outside her home 
and three were carrying on their household duties. 
These improved patients had remained out of the hos- 
pital from one to fifty-five months. The average length 
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of remission for the eighteen patients was 25.9 months. 
No one of these eighteen had residuals of their psy- 
chotic episode and all could be classed as recoveries. 


COMMENT 

The validity of a survey of this type depends on 
several factors including the sampling of patients, the 
diagnostic criteria, the criteria of a remission and a 
follow-up study. 

The Psychiatric Pavilion at the Cincinnati General 
Hospital is the only psychiatric hospital in Cincinnati 
to which the individuals from the lower income group 
may be directly admitted. Patients for commitment to 
the State Hospital from Cincinnati are first studied at 
the Cincinnati General Hospital and later transferred. 
Because of these facts many patients were observed 
suffering both acutely and chronically from  schizo- 
phrenia. 

During the five year period (1933-1937) the diagnos- 
tic standards were rather constant. The diagnosis of 
schizophrenia was made because of certain signs and 
symptoms and at no time during this period did the 
diagnosis depend on the ultimate result, for in the great 
majority of patients the outcome was not known to the 
physician who made the original diagnosis. 

The ability to make a good adjustment outside an 
institution was the main factor in determining whether 
or not a patient had had a remission. The return of 
the patient to the level of adjustment which he enjoyed 
prior to the onset of his obvious difficulties, as far as 
this could be determined, was considered to be a reason- 
able and fair basis for judging remission. It is well 
known that the great majority of these individuals have 
certain personality difficulties, which might be said to 
be present prior to what appears to be the obvious onset 
of the schizophrenic episode. It is hardly to be expected 
that a complete cure will result in such a case by the 
waxing and waning of the psychosis. 


SUMMARY 

The results of this survey are summarized in the 
accompanying table. 

1. The cases of schizophrenia admitted to the psychi- 
atric service of the Cincinnati General Hospital over a 
five year period were analyzed to determine the per- 
centage of spontaneous remissions. 

2. Ninety-four patients of a total of 235 were dis- 
charged as improved, after no other treatment than 
superficial psychotherapy. 

3. Of the ninety-four patients who improved, twenty- 
one could be found in the vicinity. They were inter- 
viewed at varying periods after their remission and 
eighteen were then classed as recoveries. The average 
period that this recovery was maintained was greater 
than two years. 

4. Thirty-five of the ninety-four patients who had 
improved obtained the remission during their stay at 
the Cincinnati General Hospital and therefore did not 
require State Hospital care. 


CONCLUSIONS 

1. Spontaneous remission occurs with enough fre- 
quency in schizophrenia that its incidence may be 
favorably compared with the remissions obtained from 
the shock therapy (insulin, metrazol) of schizophrenia. 

2. Those patients who enter the hospital soon after 
the onset of symptoms have an apparently better prog- 
nosis than those who enter late. This factor is not 
necessarily related to the treatment. 
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CHANGES IN SERUM POTASSIUM IN 
CERTAIN ALLERGIC STATES 


HOWARD ‘A. RUSK, M.D. 


T. E. WEICHSELBAUM, Pu.D. 
AND 
MICHAEL SOMOGYI, Pu.D. 
With tue TrecHNnicaL ASSISTANCE OF ERNEST SIMMS 


ST. LOUIS 


About a year ago one of us’ reported six cases of 
chronic urticaria in which definite improvement was 
attained by the administration of a low sodium, high 
potassium, acid ash diet with the addition of from 4 to 
© Gm. of potassium chloride daily. Recently Bloom ? 
has reported similar results in a variant group of 
allergic persons. 

This clinical success in a small series of cases 
prompted a study of possible chemical changes involved. 
The first requisite in our work was information as to 
the normal potassium content of blood serum. The 
values reported in the literature, however, show too 
wide discrepancies and variations to be uncritically 
accepted, especially in view of the fact that most of 
them were obtained by the method of Kramer and 
Tisdall,* the unreliability of which (and of its modifi- 


TasLe 1.—The Potasstum Content of Blood Serum in Healthy 
Persons and in Some Allergic Patients 


Mg. of Potassium per 
100 Ce. of Serum 


No. of 
Patients Condition of Subject Lowest Highest Average 
Urt acute and chronic.............. 22.0 25.3 23.4 
10 +Bronchial asthma, asymptomatic period 21.3 25.1 23.6 
7 Bronchial asthma, acute attack.......... 24.0 25.5 24.4 


cations ) has been clearly pointed out by Van Slyke and 

Peters.*. By means of an improved micro method 
(which is based on the gasometric determinations of a 
well defined mixture of potassium-silver-cobaltinitrite 
compounds ), we were able to obtain results that agreed 
+1 per cent with control determinations’ done by the 
macro platinic chloride method. The details of the 
method are to be reported shortly. 

The serum potassium values of thirty-five normal 
persons, determined by this procedure, are well in line 
with the normal values obtained by MacCallum,’ who 
employed a classic platinic chloride method, and inci- 
dentally agree with the results of a few more recent 
investigators.° The maximum difference in the serum 
potassium of healthy persons, as shown in table 1, is 
less than 3 mg. per hundred cubic centimeters, in con- 
trast to the wide range of variations reported by 
several other authors.‘ 

With this orientation on hand we proceeded to study 
the serum potassium in allergic conditions. The first 
group comprised twenty patients with acute and chronic 
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urticaria, for whom repeated analyses were performed. 
As may be seen in table 1, every person in this group 
showed a definite elevation of the potassium content 
of the serum above the normal. It is noteworthy that 
with subsidence of the urticarial lesions the serum potas- 
sium recedes to appreciably lower levels and stays there 
until a subsequent attack. 

The following three cases are illustrative of the 
phenomenon involved : 

Case 1.—A man aged 25 who had severe dermographism and 
urticaria had a fasting serum potassium content on three 
consecutive days of 22.2, 22.1 and 22.2 mg. per hundred cubic 
centimeters. On the morning of the third day he was rubbed 
down with a rough towel, with the production of urticarial 
wheals over the entire body. One hour after this procedure 
a rise in the serum potassium to 24 mg. was found. 

Case 2.—A man aged 50 had chronic urticaria of fifteen 
years’ duration, with a serum potassium content of 23.8 mg. 
per hundred cubic centimeters. After two weeks of a diet 
low in sodium and high in potassium, with 4 Gm. of potassium 
chloride daily, he became symptom free and the serum potas- 
sium content dropped to 20.6 mg. He has remained symptom 
free since on a low sodium, high potassium regimen. 

Case 3.—A man aged 28 with severe urticaria of nine months’ 
duration could be kept symptom free with large doses of 
potassium chloride, but the administration of potassium chloride 
had to be discontinued because of gastric distress. The urticaria 
was found to be the result of a sensitivity to acrylic aldehyde 
originating from the combustion of a glycerin-treated cigaret. 
When examined the patient showed mild urticaria, and a 
sample of blood obtained at this time had a serum potassium 
content of 21.8 mg. per hundred cubic centimeters. He then 
smoked six glycerin-treated cigarets; marked urticarial wheals 
developed on the face and hands, and one hour later the serum 
potassium content had risen to 25.3 mg. 

The other patients in our series with urticaria have 
shown similar values. 

As a second allergic condition we studied bronchial 
asthma. Hoffman and Jacobs ®° found in seven cases of 
this disease elevated serum potassium levels. Our 
studies made in ten cases during asymptomatic periods 
showed a definite increase in serum potassium. In 
seven cases observations were made in acute attacks. 


TasLe 2—Summary of Experiment 1 (Case 4) 


Blood 1 Sugar, Lactie Acid Potassium 
(Whole ] Blood) (Whole Blood) (Serum) 
(True Sugar) Mg. per Mg. per 
Time Mg. per 100 Ce. 100 Ce. 100 Ce. 
69 11.6 23.4 
6 min, after exercise........ 72 nd 23.7 
30 min. after exercise....... $7 18.2 22.3 
Immedi ately after exercise 
ter 50 Gm. of dextrose. 69 65.3 22.5 
30 min. exercise....... $1 
25 min. after insulin........ 63 15.0 21.7 
Immediately after exercise. 7v 66.0 20.8 
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It may be noted in table 1 that, whereas the peak value 
in an acute attack was not appreciably higher than the 
maximum during remission, in an acute attack even the 
lowest value found was very high. It is not apparent 
from table 1 that four of the seven patients in an 
acute attack are also represented in the group of ten 
studied during asymptomatic periods. It may be stated 
that every one of these four, while showing increased 
potassium levels during remission, showed a further 
elevation in the acute attack. 

Harrop and Benedict * and Briggs and his associates ° 
reported in 1924 that insulin causes a drop in the serum 
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potassium level of men, dogs and rabbits. A number of 
other workers have confirmed this finding. We were 
interested in the therapeutic significance of this phe- 
nomenon in certain allergic disorders in which elevated 
serum potassium levels are characteristic. The premise 
of our studies was the assumption that the increased 
potassium content of the serum indicated a depletion of 
tissue cells of their normal potassium content and, fur- 


Taste 3.—Summary of Experiment 2 (Case 4) 


Blood Sugar Lactie Acid Potassium 

(Whole Blood) (Whole Blood) (Serum) 

Mg. per Mg. per 

Time 100 Ce. 100 Ce. 100 Ce, 
after exercise 77 45.0 23.9 
45 min. after exercise....... 62 11.3 24.8 
4 min. after insulin........ 20 7.8 23.7 
Immediately after exe reise 60 45.6 23.9 
35 min. after exereise....... 72 14.3 20.9 


thermore, that such factors as depress the level of the 
serum potassium accomplish this effect by driving potas- 
sium back into the cells, thereby helping to reestablish 
the electrolyte equilibrium. Among the agents we 
employed were insulin and dextrose, administered in 
conjunction with potassium salts. We have had patients 
with urticaria and a few with asthma who responded 
very favorably to this treatment. 

The following case is illustrative: 

Case 4.—A youth aged 16, who weighed 150 pounds (68 Kg.) 
and was 5 feet 11 inches (180 cm.) tall, had had severe asthma 
for fourteen years, requiring frequent injections of epinephrine 
for relief. For a few months he had needed four doses of 
epinephrine and morphine daily to gain any degree of comfort. 
At various times he had been tested cutaneously with innu- 
merable pollens and other substances and showed sensitivity 
to a large group. He had a markedly dermagraphic skin. He 
had been subjected to various allergic regimens without any 
success. It was found from the history and experiments that 
he could bring on an attack of asthma by a short period of 
violent exercise. 

EXPERIMENT 1.—QOctober 15, with a resting potassium con- 
tent of 23.4 mg. per hundred cubic centimeters, the patient ran 
up and down a steep flight of fourteen stairs for eight minutes. 
A rather severe attack of wheezing was brought on. Six 
minutes after exercise a blood sample was taken (table 2). In 
thirty minutes the wheezing was over. Fifty Gm. of dextrose 
was given by mouth, and fifteen minutes later the exercise 
was repeated. Very mild wheezing ensued, which was over 
in ten minutes. A blood sample was taken immediately after 
the exercise. Thirty minutes after the mild wheezing had 
stopped, 8 units of insulin was given intravenously and 50 Gm. 
of dextrose was given by mouth. Twenty-five minutes later 
the exercise was repeated; no wheezing resulted, and the patient 
volunteered the information that he did not suffer nearly the 
amount of muscular exhaustion and dyspnea as he had pre- 
viously. 

For some time it has been known that ammonium 
chloride increases the urinary excretion of potassium. 
We attempted to determine how this drug would affect 
this patient : 

ExperIMENT 2.—October 16 the patient was given 9.5 Gm. 
of ammonium chloride, and October 17 the dose was repeated. 
October 18 at 10 a. m. the patient was free from symptoms 
and was subjected to the same exercise as in experiment 1. 
He completed his period of exercise with great difficulty and 
at the end of this time was wheezing violently; he continued 
to wheeze for about one hour. At the end of this time he 
was given 8 units of insulin intravenously and 25 Gm. of dex- 
trose; thirty minutes later he was given another 25 Gm. of 
dextrose, and the same period of exercise was repeated. There 
was little or no wheezing, and normal breathing was established 
fifteen minutes after exercise. 
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In summarizing the experiments on this patient it 
is clearly demonstrated that the tolerance to exercise 
was markedly increased by the administration of dex- 
trose and, to an even greater degree, by dextrose and 
insulin. The lowering effect on the serum potassium 
may be noted in the figures of both experiments. The 
serum potassium response of the patient to insulin, 
dextrose and epinephrine was determined, but detailed 
reports will not be given here, as there are insufficient 
data at present for a quantitative comparison with a 
normal subject. However, it might be stated that all 
these substances caused a marked fall in the serum 
potassium level. 

November 30 the patient suffered a severe attack. When 
he entered the hospital at 6 p. m. he had a serum potassium 
content of 25.5 mg. per hundred cubic centimeters. He was 
given 25 units of insulin intravenously and 50 Gm. of dextrose 
hy mouth. Fifty minutes later the symptoms were very much 
relieved, so much in fact that there was no need for epinephrine. 
He remained symptom free all night. The serum potassium 
content in the morning was 25.6 mg. On this date we decided 
to start giving him potassium and insulin daily. He was given 
© units of insulin subcutaneously thirty minutes before break- 
fast, with 20 grains (1.3 Gm.) of enteric-coated potassium 
chloride. He received during the day 50 grains (3.2 Gm.) 
more of potassium chloride, and thirty minutes before supper he 
received 6 units more of insulin. Before he retired another 
20 grains of potassium chloride was administered. There was 
no restriction of diet except that he was advised to avoid 
fried foods and other high fat foods, which seemed to upset 
his digestion. This regimen was continued for ten weeks, and 
during this time the patient did not have an asthmatic attack. 
The longest previous period that he had been free from asthma 
in fourteen years, according to his history, was two weeks. 
Potassium balance studies are being carried o 


Keys '° has recently reported the potassium-lowering 
effect of large doses of insulin. He ascribes the phe- 
nomenon not to insulin but to epinephrine, which is 
excreted in response to the hypoglycemia that follows 
the injection of insulin. To probe this concept we gave 
a patient 8 units of insulin intravenously but preceded 
it by the oral administration of 50 Gm. of dextrose in 
order to forestall the development of hypoglycemia. 
The results are shown in table 4. 

The trivial drop in the blood sugar content can 
searcely be regarded as hypoglycemia, yet the serum 
potassium showed a distinct decrease. 


TABLE 4.—Potassium-Lowering Effect of Insulin 


Blood Sugar Potassium 
(Whole Blood) (Serum) 
(True Sugar) Mg. per 
Time Me. per 100 Ce. 100 Ce. 
30 minutes after insulin.............. 65 22.8 


Since dextrose alone causes a drop in the serum 
potassium content of dogs,’! we tried the effect of 
100 Gm. of dextrose given orally on a human subject. 
The results are recorded in table 5. p 

It may be noted that the serum potassium content 
decreased from the initial 20.5 mg. per hundred cubic 
centimeters to 16.7 mg. in two hours after the ingestion 
of 100 Gm. of dextrose, a drop of 19 per cent. In the 
same interval the blood sugar content rose from 79 to 
126 mg. per hundred cubic centimeters. There had 
been no hypoglycemia to cause an increased secretion 
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of epinephrine. When, however, compensatory hypo- 
glycemia did occur, four hours after the ingestion of 
dextrose, the serum potassium had risen by 17 per cent 
above the lowest level. 

The studies have been extended to the quantitative 
relationship between the magnitude of the’ dose of 
insulin and its potassium-lowering effect. In this place 
we wish only to mention the noteworthy phenomenon 
that this relationship is entirely different during acute 


Tasie 5.—Potassium-Lowering Effect of Dextrose 
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and Kendall, 


Blood Sugar Potassium 
(Whole Blood) (Serum) 
Time After Ingestion of a bp Mg. per 
Dextrose, Minutes 100 Ce. 100 Ce. 

ch 127 18.0 


attacks and in symptom-free periods in allergic persons. 
The following examples are illustrative of this fact: 


A patient with severe asthma showed in an asymptomatic 
period a serum potassium content of 22 mg. per hundred cubic 
centimeters ; forty minutes after the intravenous administration 
of 10 units of insulin the potassium content decreased to 16.6 
mg., a drop of 25 per cent. In an asthmatic attack, on the 
other hand, when the serum potassium content was 24.5 mg. 
per hundred cubic centimeters, an identical dose of insulin 
effectea only a drop to 23.7 mg., corresponding to a little over 
3 per cent. 

In a case of marked chronic urticaria of six months’ dura- 
tion, during an attack in which almost the entire body was 
covered with wheals, there was an initial serum potassium 
content of 23.7 mg. per hundred cubic centimeters, and fifty 
minutes after 20 units of insulin had been given intravenously 
the value was 21.7 mg., a drop of 9 per cent. During a rela- 
tively symptom free period, with a resting potassium content 
of 22.6 mg. per hundred cubic centimeters, forty minutes after 
10 units of insulin had been given intravenously the value was 
19.5 mg., a drop of 14 per cent. 


We have studied the effect of dextrose, insulin and 
epinephrine on the blood potassium in several of our 
cases of urticaria and asthma during symptom-free 
periods and have found that all three substances cause 
substantial lowering of the serum potassium content. 
A discussion of the quantitative differences from 
the normal subject must await further work. When the 
patient is in an urticarial or asthmatic attack the 
potassium-lowering effect of insulin and epinephrine 
is markedly decreased. 

The mechanisms involved in potassium metabolism 
are at present little understood, but it is an established 
fact that the bulk of body potassium is stored inside 
the cells, and the blood serum is primarily a medium 
of potassium transport. By providing an excess of 
potassium in the diet and by giving potassium chloride 
by mouth, one is making available a source of potassium 
replacement for the body cells, which we have postu- 
lated as being depleted of their potassium content. 
Experiments are now in progress to test the validity 
of this postulation. 


SUMMARY 

The results of our studies, to the present time, may 
be summarized as follows: 

1. In patients with acute and chronic urticaria there 
is an increase in the serum potassium, and with the 
subsidence of clinical symptoms the blood potassium 
content falls. 
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2. The same phenomenon has been observed in 
patients with bronchial asthma. 

3. In an urticarial or asthmatic attack the serum 
potassium-lowering effect of insulin and epinephrine is 
markedly decreased. 

Certain allergic patients with urticarial and asthmatic 
manifestations show definite relief of symptoms with 
potassium chloride alone or potassium chloride and 
insulin, while other patients do not seem to be benefited 
by this regimen. At the present status of our investi- 
gation we have not been able to determine which 
allergic patients will show a therapeutic response ; with 
further studies, now under way, we hope to determine 
criteria for selection. 
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The recent studies of Roth and Horton! demon- 
strated that the oral administration of the enzyme 
histaminase would prevent the occurrence of local 
inflammation and edema in patients susceptible to cold 
allergy after their hands and forearms were plunged 
into cold water. After discussing their cases with Dr. 
Roth we decided to test the effect of the enzyme in 
controlling or preventing the local and general symp- 
toms of serum sickness. For several years one of us 
(L. F.) has entertained the hypothesis that the major 
phenomena of serum sickness are due to a release of 
histamine, or a histamine-like substance, in the tissues 
and into the circulation consequent on the union of 
serum protein antigens and antibodies. The irregu- 
larity of appearance of the disturbance and the great 
variability of its clinical aspects in different persons 
might depend on different rates of production of anti- 
bodies to the separate fractional antigenic components 
and on the differential solubilities and adsorption capac- 
ities of the various tissues of the recipients for these 
different antigenic components of the serums. This in 
briet is the hypothesis that we thought might be tested 
for validity by giving histaminase to patients with 
serum sickness. 

Best * first observed the presence of a histamine inac- 
tivating substance in tissues. With McHenry * he 
prepared a stable powder which contained the active 
substance in high concentration, and because of its 
enzyme-like action these workers proposed the name 
histaminase. 

The producers of the compound state that it consists 
of ferments derived from the intestinal mucosa which 
are destructive to histamine and histamine-like sub- 
stances. It was furnished in enteric coated tablets, 
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each containing 5 histamine detoxicating units, and in 
ampules for intramuscular injection, each dose repre- 
senting 1 histamine detoxicating unit. One unit repre- 
sents that quantity of the material which is capable of 
detoxicating 1 mg. of histamine hydrochloride during 
twenty-four hours at 37 C. 

The tables show the essential data in condensed form. 
The first eight patients received only the enteric coated 
tablets by mouth before meals. The first patient had 
had serum sickness due to horse serum a few years 
previously. On the present occasion the eyes were 
closed, the lips were enormously edematous and the 
itching from universal urticaria was intense. All symp- 
toms were relieved in about twenty-two hours. Patchy 
areas of erythema that did not itch continued for three 
days. Although this attack began as unusually severe 
serum sickness, the patient volunteered the statement 
that it was nothing compared with his previous attack. 
The second patient was not relieved. The third patient 
obtained complete relief from itching, fever, arthralgias 
and myalgias thirty-six hours after beginning to take 
the tablets. At this time the initial treatment of 30 ce. 
of horse serum was followed by the administration of 
60 cc. of goat serum. No further serum sickness 
occurred. 

The fourth patient was utterly wretched, with fever 
and universal urticaria with violent itching. Unlike the 
other patients she had had epinephrine, but it never 
gave complete relief. After starting to take the tablets, 
two immediately followed by one thrice daily, she slept 
all night but had a few scattered residual wheals the 
next morning. Two tablets thrice daily were then 
given, and the last trace of erythema disappeared in 
about six hours. This relief lasted for two days. To 
see whether this was a spontaneous recovery, admin- 
istration of the tablets was stopped. Urticaria recurred 
in about twenty hours. This patient weighed well over 
200 pounds (91 Kg.). The preliminary dose was obvi- 
ously too small. The fifth patient obtained no relief 
whatever despite the relatively large dose. The amount 
of serum given and the apparent severity of the dis- 
turbance were the same as they were for the sixth 
patient, who obtained complete relief in thirty-six hours 
after taking three tablets at the first dose, and then 
one thrice daily, before meals, for the next two days. 
Again, in order to see whether this might be a spon- 
taneous early cessation, the administration was stopped. 
Urticaria reappeared in fourteen hours, but arthralgias 
did not recur. At this time three tablets were given 
at once, followed in four hours by two more. The 
urticaria had disappeared again when the last dose was 
taken. It never recurred. 

The seventh patient had had seven injections of a 
commercially prepared refined horse serum in eight 
days. On the eighth day bacteremia persisted, and both 
ophthalmic and intradermal tests with normal horse 
serum gave slight positive responses. Because of the 
gravity of the situation it was decided to risk giving 
60 cc. of unrefined serum by vein. This was followed 
in half an hour by an anaphylactic reaction of moderate 
severity, consisting of universal erythema, dyspnea, 
hyperpnea, tachycardia, severe headache and _ chills. 
Relief was obtained with one subcutaneous injection of 
0.5 cc. of epinephrine. Histaminase tablets were then 
given at the rate of one thrice daily. For the next nine 
consecutive days additional unrefined horse serum was 
given intramuscularly in daily or twice daily doses of 
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from 30 to 60 ce. The last tablet each day was given 
at about 5:15 p.m. Each morning at 7 a. m. there 
were moderate sized Arthus reactions at the sites of 
the intramuscular injections. The skin was red, indu- 
rated and thickened to approximately one half inch, 
with a central pale area about 1% inches in diameter. 
The areas of induration were about 4 by 5 inches in 
diameter. The first daily tablet was given at 7 a. m. 
By 9 a. m. each day the skin at these sites was normal 
in color and in thickness, and no trace of the reactions 
remained save a brilliant red line about 1 mm. thick, 
which marked the peripheral boundary between the 
former areas and the uninvolved normal adjacent skin. 
It was thought by all who saw the patient that without 
the histaminase it would have been impossible to con- 
tinue the daily injections of serum. 

In the eighth patient severe serum sickness developed 
on ‘the seventh day after injection of 60 cc. of serum. 
Treatment with histaminase was begun on the second 
day of symptoms. She received a total of twenty tablets 
at the rate of one three times a day. There was marked 
relief from the itching and malaise in twenty-four hours. 
Mild symptoms and signs persisted for another day, 
to the fourth day of the disorder. 
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recession of signs and symptoms, which finally disap- 
peared completely and permanently at the seventy- 
second hour. 

The fourth patient had unusually severe serum sick- 
ness, with universal giant urticaria, intolerable itching, 
fever and edema of the face, hands and feet. Hourly 
injections of epinephrine brought slight transient relief. 
The administration of histaminase was begun on the 
second day, the contents of two ampules being given in 
one injection. A similar dose was given twelve hours 
later. Marked relief was noted twelve hours after the 
first injection. At twenty-four hours after the first 
injection there were no symptoms or signs of serum 
sickness and there was no return of either. The dis- 
turbance was mild in the fifth patient, consisting of 
scattered urticaria and large diffuse patches of intense 
erythema. The first injection of histaminase was given 
eight hours after the onset. Marked relief and perma- 
nent, complete disappearance of the urticaria occurred 
within forty-eight hours. The last signs and symptoms 
had disappeared before the seventy-second hour. 

The sixth patient had accelerated serum sickness of 
great severity, with the onset eight and one half hours 
after the administration of serum. There were gen- 


Tasie 1.—The Effect of Histaminase Administered Orally to Seven Patients with Severe Serum Sickness 


Day of 
Day After Serum 
Injection of Sickness 
Dose Serum the Use o Total 
of Serum Histam- Adminis- Number 
Case — Sickness inase Was tration o ) 
No. Patient Age Sex ppeared Severity Begun Tablets Tablets Comment 

1 W. Mz. rt) red 30 hth Very severe 2d 1 t.i.d. 12 er in less than 24 hr.: patchy erythema dispelled 
n 3 days 

2 K. C, 25 Jo 71) 5th Severe Ist 1 t.i.d. 10 No change; lasted from 5 to 6 days 

3 dD. O. 2 g # : Severe Ist 1 t.i.d, 21 All signs and symptoms dispelled in 36 hr. 

4 F. K. 48 y 180 6th Severe Sth 1 t.i.d. 12 Complete as “sagid hr.; patehy erythema disap- 

(see text) peared in 30 h 

5 D. Dz. 16 Q 180 6th Severe 2d 2 q.i.d. 30 No change: aad lasted from 4 to 5 days: 
hives from 8 to 9 

6 Cc. Cc, 43 ref 180 8th Severe 2d See text 17 Complete relief in 36 hr. 

7 5.8. 42 2 440 oth Very severe Ist 1 tid. 40 Complete relief in 10 hr.; maintained despite 9 addi- 
tional days of continued intramuscular injections 
of serum 

8 Cc. M,. 62 2 60 7th Severe 2d 1 t.i.d. 20 Marked relief in 24 hr.; mild symptoms persisted to 


the fourth day 


The next group, of thirteen patients, received the 
injectable form of histaminase intramuscularly. Four 
also received the tablets orally. The first patient had 
universal erythema and urticaria, intolerable itching, 
edema of the glottis and marked difficulty in expiration. 
Epinephrine was given in doses of 1 cc. every fifteen 
to twenty minutes for more than ten hours, with only 
partial relief. The administration of histaminase’ was 
begun on the third day, with noticeable relief in twelve 
hours, complete relief in eighteen hours and permanent 
disappearance of all symptoms in forty-eight hours. The 
second patient had scattered urticaria, moderately 
intense itching, erythema about the mouth and swelling 
around the eyes and lids. Histaminase was injected 
soon after the onset. No other medication was given. 
There was no progression of the disturbance after the 
first ampule was injected, and complete and permanent 
relief, with disappearance of all visible signs, was 
obtained within forty-eight hours. The third patient 
had very severe serum sickness, with generalized urti- 
caria, intense itching, severe arthralgias, vomiting, pain 
in the chest and edema of the glottis. Histaminase was 
given eight hours after the onset. There was marked 
relief in thirty-six hours, followed by a gradual, steady 


eralized urticaria and erythema, intolerable itching, 
severe arthralgias, swelling of the face and so much 
edema of the glottis that it was feared a tracheotomy 
might become necessary. Large injections of epineph- 
rine brought moderate relief from the dyspnea, but the 
drug caused severe nausea and persistent vomiting and 
seemed to add to the existing wretchedness. One hour 
after the onset the histaminase from two ampules was 
‘given intramuscularly in one injection, and the dose was 
repeated in four hours. The contents of additional 
single ampules were injected six, twelve and twenty 
hours after the first dose. Practically all symptoms 
and signs had disappeared by the twentieth hour and 
there was complete disappearance by the twenty-fourth 
hour. The contents of one ampule were given on each 
of the two following days. There was no recurrence. 
The seventh patient was only moderately ill, with urti- 
caria, moderate arthralgias and edema of the face, hands 
and feet. The administration of histaminase was begun 
twelve hours after the onset. Both forms were 
employed. Three tablets three times a day were given 
until twenty had been taken. The contents of two 
ampules were given at the first injection, followed by 
those of one ampule night and morning until the con- 
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tents of five had been injected. Recession of symptoms 
and signs was noted at the eighteenth hour, and the 
patient was normal again by the thirty-sixth hour. 

The eighth patient had only moderately severe serum 
sickness, chiefly urticaria. Histaminase was given on 
the first dav. The dose was the contents of one ampule 
daily for five days. Moderate relief was obtained at 
the forty-eighth hour, and there was only an occasional 
hive after the ninety-sixth hour. The ninth patient had 
only moderate erythema and urticaria but unusually 
severe arthralgias involving all joints, including the 
mandibular. She was given the contents of two ampules 
of histaminase in a single injection night and morning 
for four doses and the contents of a single ampule the 
following day. She was also given three tablets three 
times a “day ‘for the first two days and two additional 
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progressed steadily. On the night of the fourth day 
of serum sickness the contents of one ampule were given. 
This dose was continued morning and night for three 
additional injections. There was marked relief from 
itching by the morning of the fifth day, and urticaria 
disappeared permanently that evening. ‘Arthralgias per- 
sisted for another twenty-four hours. The patient 
looked and felt normal forty-eight hours after the first 
injection. There was no recurrence of symptoms or 
signs. 

The twelfth patient had serum sickness of mild to 
moderate severity on the tenth day after injection of 
1,500 units of tetanus antitoxin. He was without fever 
but had universal erythema, diffusely scattered small 
urticarial wheals, with intense itching, and nausea. 
Treatment was begun on the first day of serum sickness 


2.—The Eject of Intramuseviar Injections ef Histaminase on Serum Sickness 


Day of 
Day After Serum 
Injection of Sicknes 
Dose Serum the Use of 
of Serum Histam- 
Case Se ga Sickness inase Was 
No. Patient Age Sex ‘c. Appeared Severity Begun 
1 H. B, 25 ef 30 10th Very severe ad 
2 Cc. M. 60 ith Moderately Ist 
severe 
3 F. A. 2s ref 60 4th Very severe Ist 
M.H 1,0) 3d Very severe vd 
units of anti- 
tetanus Serum 
5 L. 8. 28 é 30 10th Mild Ist 
6 42 1,500 ist Very severe Ist 
units of anti- 
tetanus serum 
7 R. A. 1000 eth Moderately Ist 
units of anti- severe 
tetanus serum 
M.A 28 oth Moderately Ist 
severe 
10 J. B. 25 wth Severe jst 
ll M.W. 25 180) Sth vere 2d 
12 J. Bo, 19 1.40 Wth Moderate Ist 


units of anti- 
tetanus serum 


Administration 
cf Ampules 


and Total 
Tablets Dese Comment 
1 b.i.d. 6 Relief in 18 .* began at 12th hr.; urticaria 
gone at 
1 b.i.d. 5 Relief in 18 an no signs after 48 hr. 
1 bad. 5 Relief in 36 hr.; no signs after 72 br. 
2b..d. x 2 4 Marked relief in 12 hr.; no signs after 24 br. 
1 bid. 5 Relief within 48 br.; no signs after 72 br. 
4 in Ist 24 br. 6 Marked relief in 20 br.; no signs after 24 hr. 
1 q.d. x 2 
2 immediately, 5 Relief in Is hr.: no signs after 36 br. 
1 bid. 
Tablets 2 t.i.d. £0 
5 Moderate rellef in 48 hr.: only an occasional 
hive after (6 hr 
2 b.i.d. om) Marked relief in 36 hr.: no signs after 48 hr. 
Tablets 3 may x 2, 
1 b.i.d. 20 
4 st 24 Marked relief in hr.; no signs after 72 hr. 
: sd day 
Tablets 1 b.id. 6 
x 
lbid. x 4 7 No relief for 3 days on tablets: marked rel'ef 
Tablets 1 q.d. 13 in 12 br. after first injection and complete dis- 
ye appearance of all signs and symptoms 48 hr. 
after first injection 
5 5 Marked relief in 9 hr.; no symptoms or signs 
Tablets 1 t.i.d. 17 after 72 hr 


tablets on the third day. The response was prompt. 
Relief was almost complete by the thirty-sixth hour, 
and no signs or symptoms persisted bevond the forty- 
eighth hour. The tenth patient had severe generalized 
urticaria, arthralgias of the knees, ankles and wrists 
and edema of the eyelids. Histaminase was given 
almost twelve hours after the onset. The contents of 
four ampules were given the first day, of three the 
second day and of one the third day. He also received 
two tablets a day for three days. Relief was noted 
twenty minutes after the first injection. Serum sick- 
ness was entirely dispelled before the end of the 
third day. 

The eleventh patient had the usual symptoms of 
severe serum sickness, with onset five days after the 
administration of 180 cc. of horse serum. Administra- 
tion of tablets was begun on the second day of symp- 
toms and continued for three days, the patient taking 
four, five and four tablets daily, a total of thirteen. 
Jouring these three days the severity of the symptoms 


and consisted of the injection of the contents of one 
ampule morning and night for five doses and the admin- 
istration of one tablet three times a day until a total 
of seventeen had been taken. The itching was markedly 
relieved nine hours after the first injection but continued 
to a mild degree for two days, associated with persisting 
mild erythema without urticarial wheals. All symptoms 
had disappeared by the third day. This patient attrib- 
uted some of his nausea and vomiting to the ingested 
tablets, but since nausea had been severe before hista- 
minase was first given a causal relation could not be 
established. 

A thirteenth patient, a girl aged 6 vears, had severe 
serum sickness following serum treatment for scarlatina. 
She lived in a small outlying town. Histaminase was 
sent to her physician, who reported verbally that a very 
good result was obtained, but we do not have the 
detailed data on this case. 

Except as noted, all patients received unconcentrated, 
unrefined horse serum. 
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USE IN PROPHYLAXIS OF SERUM SICKNESS 

We also tried to see whether histaminase could be 
used in prophylaxis. Not enough patients have been 
treated prophylactically to permit any feeling other than 
optimism concerning the results of further trials. We 
can report at present the results with only eight patients. 
Four received 60 cc. of an unrefined antibrucella horse 
serum, one received 90 cc. of the same serum, two others 
received 30 cc. of unrefined antitularense horse serum 
and the eighth received a total of 453,000 units of gas 
gangrene antitoxin. The dosage of histaminase was 
as follows: on the day preceding the administration of 
serum each patient received the contents of one ampule 
morning and night by intramuscular injection and three 
tablets, one before each meal. Each patient received 
the contents of one ampule on the day of serum admin- 
istration and one each day for the two following days, 
a total of five ampules a patient. The oral administra- 
tion of tablets was continued at the rate of one three 
times a day until a total of twenty tablets had been 
taken. 

None of the first five patients showed any evidence 
whatever of serum sickness at any time after the admin- 
istration of serum. The sixth patient, who had received 
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twenty. Trial, intradermal and subcutaneous injections 
of goat serum were made, with positive responses. He 
received 60 cc. of goat serum, by vein, in two equal 
doses on consecutive days. No immediate reactions 
occurred. On the seventh day urticarial wheals 
appeared at the sites of the previous test injections, but 
nowhere else. These wheals waxed and waned daily 
for seven days before they disappeared. There were 
no general signs or symptoms of serum sickness and, 
although additional histaminase tablets were in his pos- 
session, none were taken. 

The eighth patient suffered four compound fractures 
from a fall down an elevator shaft. A prophylactic 
injection of combined tetanus and gas gangrene anti- 
toxin was given on the day of the fall and repeated on 
the following day. On the fifth day after injury cul- 
tures of Welch’s bacilli were obtained from a wound 
in the thigh. Administration of antitoxin was begun 
at once. On the next day these bacilli were isolated 
from a wound of the wrist. Antitoxin was administered 
for five days, from the fifth to the ninth after the injury 
and the initial prophylactic injection of serum. A total 
of 453,000 units of antitoxin was given. Administration 
of histaminase was begun on the seventh day after the 


Tasie 3.—Prophylactic Use of Histaminase 


Amount Day Before Day of Serum and 
oO Serum Thereafter Totals 
No. Ce. Ampules Tablets Ampules Tablets Ampules Tablets Comment 
1 60 1 b.t.d. 1 t.i-d. 1q.d. x 3 1 t.i.d. 5 20 No serum sickness occurred 
2 30 1 1 t.i.d. 1q.d. x 3 1 t.i.d, 20 No serum sickness occurred 
3 60 1 b.i.d. 1 t.id. lq.d. x 3 1 t.id. 5 20 No serum sickness occurred 
30 1 b.i.d. 1 t.i.d. Lq.d. x 3 1 5 No serum sickness occurred 
5 60 1 b.i.d, 1 t.i.d, 1q.d. x 3 1 t.id. f 2 No serum sickness occurred 
6 90 1 bud. 1 t.i.d. qd. x 3 1 t.i.d. 5 20 Wheals on trunk and arms on 11th day; disappeared in 8 hr. 
after injection of contents of 1 ampule 
7 60 3 tid. 0 8 t.id. 0 Wheals at each of two sites of trial serum injections on 7th day 
58,000 0 1 b.id. 3 b.id, 12 36 No difficulty in continued administration of serum: no symp- 
units of gas x 4 x toms or signs whatever of serum sickness 
gungrene led, x3 x? 
antitoxin 


90 cc. of serum, showed very mild serum sickness on 
the eleventh day after the first injection of serum. The 
manifestations consisted only of urticaria limited to the 
arms and trunk. Since she was in an extremely critical 
situation because of her infection, irrational and then 
comatose, with a temperature of 107 F., it was not 
considered advisable to let the serum sickness run its 
course to observe how mild it might be as a result of 
the prophylactic measures. She was given the contents 
of one ampule at once. The urticaria disappeared in 
eight hours. The contents of another ampule was given 
on the following day to insure against the return 
of symptoms. No manifestations of serum sickness 
occurred. 

The seventh patient, a bacteriologist, had had horse 
serum on two previous occasions, with very severe, 
almost fatal anaphylaxis at the time of the second 
administration. Horse serum was abandoned, and treat- 
ment was completed with goat serum. Seven months 
later he contracted moderately severe brucellosis. The 
administration of goat serum was selected as the treat- 
ment of choice. He received three histaminase tablets 
three times a day for one day prior to the administration 
of serum and continued with the same dose for the first 
day of the administration of serum. He took two-more 
tablets the next morning, so that he had a total of 


injury, the second day of therapeutic administration, 
of antitoxin, and was continued for seven days. 
Ampules were used at the rate of one twice a day for 
five days and one once a day for two days, a total of 
twelve. Tablets were given at the rate of three twice 
a day for five days and three once a day for two days, 
a total of thirty-six. At no time was any difficulty 
encountered in administering serum, nor were there 
ever any signs or symptoms of serum sickness. An 
accurately recorded experience with 450 patients treated 
with antitularense serum shows that serum sickness 
occurred in 54 per cent. A similar experience with 
200 patients treated for brucellosis shows that antibru- 
cella horse serum caused an incidence of serum sickness 
of 73 per cent. Although the series must be extended 
considerably before any conclusion can be drawn, the 
probability is very small that any five consecutive 
patients can receive these serums in the quantities given 
and all escape serum sickness. 


COMMENT 
There was no failure to obtain a striking therapeutic 
response in any of thirteen patients with serum sick- 
ness, selected at random, when the injectable form of 
the material was administered. There were two com- 
plete failures to obtain the anticipated effect when the 
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mode of administration was limited to the use of enteric 
coated tablets. Except as noted, no patient received 
any other form of treatment. We realize that when an 
active substance is administered only in the form of 
enteric coated tablets the expected response may not 
occur because of failures of digestion and absorption. 
Although other possible causes for failure of response 
have been considered, we believe that our two failures 
were most probably due to impermeability of the enteric 
coating. 

Although every patient was examined carefully and 
questioned in great detail, no evidence of unpleasant 
or untoward effects could be elicited except in the few 
cases in which the contents of two ampules were admin- 
istered in a single injection in the amount of saline 
diluent recommended for one ampule. In these cases 
there were smarting and transient pain at the sites of 
injection. 

We cannot say that our hypothesis concerning the 
cause and nature of serum sickness has been verified 
by the present small experience, although certainly it 
has not been weakened. 

We recommend that further trials be made of this 
substance in the treatment of serum sickness, so that 
additional knowledge can be had concerning its value 
in the hands of others. Our initial experience with it 
indicates to us that it is the only rational, genuinely 
effective and safe remedy known for this distressing 
condition. 

With regard to dosage for future patients, we think 
that our most frequently used schedule for the inject- 
able material is probably just about right in the usual 
cases of moderate to severe forms of the disorder. One 
ampule morning and night for five injections has seemed 
adequate. For unusually severe forms the dose should 
be increased, certainly for the first day and possibly 
for the second day. Since as many as five tablets three 
times a day has been used for patients with other con- 
ditions without provoking any recognizable untoward 
effects, it would seem sensible to increase the dose 
beyond the amounts we have recorded for patients who 
are to receive only tablets. Four or five tablets thrice 
daily, before meals, for the first day, followed by three 
or four tablets thrice daily for the next day or two, and 
if necessary one or two before meals for another day 
or two, ought to be a more satisfactory schedule for 
patients with severe serum sickness. Milder serum 
sickness should respond well to smaller doses, but in 
all cases it seems best to administer the majority of the 
tablets during the first twenty-four to forty-eight hours, 
continuing with diminished doses as the symptoms 
lessen. 

SUMMARY 

The administration of histaminase, either orally or 
intramuscularly, brought marked relief to twenty of 
twenty-two unselected patients with serum sickness, 
most of them with the severer forms of the disorder. 
Kighteen patients were treated on either the first or the 
second day of illness, and sixteen obtained marked relief 
in from eighteen to thirty-six hours. It is possible that 
the prophylactic use of the substance will prevent the 
occurrence of serum sickness in some instances and 
ameliorate the severity in others. The treatment appears 
to be rational, highly effective, safe and devoid of 
untoward by-effects or after-effects. 

General Hospital, Cincinnati—303 Lister Building, St. Louis. 
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INTERMITTENT HYDRARTHROSIS WITH 
AN ALLERGIC BASIS 


HERBERT BERGER, M.D. 
TOTTENVILLE, STATEN ISLAND, N. Y. 


The total number of reported instances of inter- 
mittent hydrarthrosis, including the first case described 
by Perrin? in 1845, seventy-seven collected or reported 
by Bierring * and the case presented at this time, is 106.° 

The disease has occurred exclusively in the white 
race, with equal frequency in the male and the female 
and at an average age between 20 and 45. In some 
cases the condition has been familial, notably in Blanc’s * 
case of a mother and daughter and the case of three 
sisters, a brother and a cousin reported by Schlesinger.® 
In the latter case there was also hemophilia and 
Quincke’s edema in the family, and one person with 
hemophilia whom I have seen had irregularly recurrent 
serous effusions in the left wrist and right knee. 

A complexity of apparently unrelated factors enters 
into the cause of intermittent hydrarthrosis, the most 
important being infection, endocrine disease and allergy. 
Trauma is considered by some authors, notably Krida,° 
to be an inciting agent in certain cases, but, in view 
of the numerous injuries that the knee joint sustains 
and the relative rarity of this condition, trauma is prob- 
ably not a major cause. 

The appearance of recurrent effusion following an 
infectious disease has been frequently reported, the infec- 
tions including malaria,’ rheumatic fever,’ undulant 
fever * and lymphogranuloma.’  Bierring * expressed 
the opinion that hydrarthrosis is an infectious disease 
and explained the large number of sterile cultures of 
synovial fluid on Poynton’s statement that the micro- 
organisms concerned in infections of the joints are 
commonly found in the subendothelial layer and are 
rarely seen in the fluid itself. Porter and Lonergan *° 
reported a case in which marked amelioration of symp- 
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toms followed the use of autogenous vaccine prepared 
from the roots of several extracted infected teeth. 

Among the cases in which an endocrine cause has 
been presented are several reported by Senator," Krida,° 
Panas '* and Rheindorf,'* in which effusion and men- 
_Struation appeared simultaneously. The most interest- 
ing case is that reported by Rheindorf ; hydrarthrosis 
occurred with the first menstruation. When the patient 
was 141% years old the effusion and menstruation both 
disappeared, but they recurred several months later. 
Another patient treated by Rheindorf started to have 
effusions with each menstrual period at the age of 30. 
The cycle was interrupted during five pregnancies, 
after which the menstruation hydrarthrosis 
recurred every twelve or fourteen days. The patient 
was eventually cured by a course of injections of 
estrogen. In eighteen cases reported by Schlesinger '™ 
there was a definite relationship between the effusions 
and ovarian dysfunction, evidenced by the fact that they 
either disappeared with the onset of the menopause or 
were successfully treated with ovarian extract, roentgen 
sterilization or placental extract. Not always, however, 
does the effusion disappear with the menopause, as 
Beveridge and Howe'*® encountered it in a 78 year 
old woman. Schmitza'® cured one patient with lipo- 
luteal substance (corpus luteum factor) to inhibit 
ovarian function, and Alzona' successfully treated a 
frigid man with intermittent hydrarthrosis with tes- 
ticular extract. Vogl,’* however, failed to relieve five 
patients with various types of endocrine therapy. 

Many interruptions during pregnancy have been 
‘reported. Moore ‘'® described a woman who in three 
pregnancies was free from the condition from the third 
‘month to the termination of pregnancy. Pulawski’ saw 
a pregnant woman who was free from effusions from 
the second month to the first postpartum period. In 
the seventh month of a subsequent pregnancy, during 
which the hydrarthrosis again temporarily disappeared, 
the patient miscarried and periodic hydrarthrosis was 
immediately reestablished. Paus *° noted cessation of 
symptoms during a patient’s first pregnancy and until 
the appearance of lactation and, six years later, during 
a second pregnancy and throughout lactation. 

In a few cases the hydrarthrosis has seemed to be 
related to a disturbance in thyroid function. Ribierre *! 
empirically treated two patients with thyroid extract 
and noted improvement. Lecene ** too has achieved 
“brilliant and rapid results” with thyroid treatment. 

That neuropathy is a factor in some cases has been 
demonstrated by improvement or complete disappear- 
ance of the cycle following hydrotherapy or psycho- 
therapy.** 
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Finally, considerable literature has accumulated to 
show that intermittent hydrarthrosis is an_ intra- 
articular variation of angioneurotic edema and therefore 
allergic in origin.** 

In support of this theory is offered the fact that the 
manifestations of allergic processes are frequently cyclic. 
The knee is the site of predilection because it has an 
especially large arteriolar circulation extraordinarily 
well supplied with medullated nerve fibers.*° 

In 1899 Schlesinger *® compared the periodicity of 
intermittent hydrarthrosis and migraine. This is par- 
ticularly interesting today in view of the fact that a 
form of therapy almost specific for the relief of migraine 
(ergotamine tartrate |gynergen] injected parenterally ) 
has been used successfully in the treatment of inter- 
mittent hydrarthrosis.27 In a case reported by Bur- 
chard,?* migraine, urticaria and intermittent hydrar- 
throsis occurred together or separately at various times. 

In the case herein reported, allergy to certain foods 
was apparently the cause of the hydrarthrosis, as shown 
by the fact that the symptoms completely cleared up 
after the elimination from the diet of offending 
allergens. Only one previous case has been reported ® 
in which an allergic study was performed, and in that 
instance no specific allergens could be discovered. 


DIAGNOSIS 

Regularly recurring synovial effusion apparently 
witnout cause makes the diagnosis of intermittent 
hydrarthrosis obvious. In general the onset is abrupt 
and the cyclic recurrences appear at once. The cycle, 
although the interval may vary with different persons, 
is always the same for each individual, symptoms 
usually appearing every eight to thirteen days. In my 
case the interval was ten days and the appearance of 
the fluid was always preceded by stiffness of the affected 
joint (the left knee). In some cases anorexia and 
malaise accompany the effusion, but in the present 
instance headache and fatigue were the only concomi- 
tant complaints. 


PATHOLOGY 


Krummel *° found that the aspirated fluid is an exu- 
date containing 4 per cent of albumin and 400 cells 
per cubic millimeter and having a high specific gravity. 
As the fluid accumulates, a tap shows 27 per cent 
lymphocytes, 53 per cent large mononuclear cells and 27 
per cent polymorphonuclear lymphocytes, with no evi- 
dence of phagocytosis. As the effusion subsides, the 
average count is 78 per cent lymphocytes, 2 per cent 
polymorphonuclear leukocytes and 15 per cent large 
mononuclear cells. Because these values coincide with 
the r@sults of Risak’s °° studies of the cytology of effu- 
sions in traumatic arthritis, Krumiucl decided that the 
condition was due to “periodically recurring trauma of 
unknown type.” 
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When Krida ® performed a synovectomy at the height 
of effusion Dr. John E. MacWhorter reported on the 
removed specimen as follows: 

The sections show that the synovial surface is arranged in 
the form of somewhat flattened villi. The villi are made up 
largely of rather recently formed granulation tissue which is 
characterized by many endothelial line bleod spaces and young 
connective tissue cells of the fibroblastic type. The tissue as a 
whole is rather strikingly edematous. There is a diffuse and 
proiuse infiltration with lymphocytes in the villi and in the 
tissue immediately below the synovial surface. 


PROGNOSIS 


The prognosis as regards general health is good but 
as regards the interruption of the effusion is poor. The 
condition in most of the reported cases continued 
indefinitely despite a wide variety of treatment. Occa- 
sionally it terminates spontaneously. Eradication of 
the cause, when it can be discovered, may break the 
cycle. The effusions disappear late in the course of 
arthritis because of the destruction of the synovial 
membrane. 


TREATMENT 

With so wide a divergence in theories as to cause, it 
might be expected that the therapeutic suggestions 
would be numerous. Physical therapy has proved use- 
less. Psychotherapy ** is occasionally valuable. Salicy- 
lates, cinchophen, quinine and related drugs have failed 
to break the cycle. Those forms of treatment which 
have been attended by some measure of success, in 
properly selected cases, include the use of endocrine 
products,*! roentgen sterilization,** the injection of 
autogenous vaccines,* the use of ergotamine tartrate,** 
and the destruction of the synovial membrane by means 
of injected sclerosing solutions,*' irradiation or sur- 
gical measures.*® The following case is the first instance 
of cure by allergic treatment : 


REPORT OF CASE 

History —A white woman aged 26, first examined Feb, 22, 
1937, complained of a recurring swelling of the left knee. Her 
weight was 120 pounds (54 Kg.), her height 64 inches 
(162 cm.) and her blood pressure 120 systolic, 80 diastolic. 

The patient had had numerous “colds in the nose,” which 
appeared suddenly and disappeared with equal rapidity. They 
were not related to any season of the year. Her head would 
be “stopped up” when she swept floors or was in a smoke filled 
room. She had had rhus dermatitis almost every summer but 
no other serious or significant illness. 

The mother was receiving treatment for diabetes, pernicious 
anemia and essential hypertension and had had sporadic attacks 
of bronchial asthma. The father had had one attack of pre- 
cordial pain diagnosed as angina pectoris. The maternal grand- 
mother had asthma. Two siblings were living and well. 

Present Illness—The patient first became aware of a 
disturbance in her left knee about one month prior to her 
first examination. At this time, with no apparent cause, she 
noted pain and stiffness. The discomfort was particularly 
marked over the calf. She continued her work, that of a 
stenographer, for the rest of the day and retired carly that 
evening fecling that her leg would be better by morning. The 
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next day her knee was very much swollen but somewhat less 
painful, She continued working, with the resolve that she 
would consult a physician the next day if the condition was 
no better. However, by the next morning the swelling began 
to disappear. By the evening of the third day it was no longer 
present. Ten days later the same series of symptoms appeared, 
and it continued to appear regularly at ten day intervals. The 
patient planned her engagements so that they would not fall 
on the date of the expected swelling. The only joint involved 
was the left knee. General symptoms such as malaise, head- 
ache and fatigue were present but not of sufficient intensity to 
occasion much discomfort. 
The patient experienced periodic gastrointestinal upsets, with 
epigastric pain, nausea, flatulence, gaseous eructations and 
occasional colicky cramps. Certain foods did not seem to agree 
with her. Many fruits caused small wheals on the skin. This 
condition had been present for many years. There was no 
anorexia or melena. The history of other tracts was inconse- 
quential, 
Examination.—This gave essentially negative results aside 
from the examination of the left knee. The left patella was 
pushed forward and was easily ballotable. The fluid wave was 
definitely transmissible. This knee was 9 cm. greater in cir- 
cumference than the right. 
The synovial fluid was cloudy, with a specific gravity of 1.036 
and 160 cells per cubic millimeter; a differential count done 
just prior to the apex of the cycle disclosed 34 per cent 
lymphocytes, 54 per cent large mononuclears and 12 per cent 
polymorphonuclears. The urine and blood were normal. X-ray 
examination of the knee gave normal results and of the teeth 
revealed one apical abscess. A series of gastrointestinal roent- 
genograms demonstrated marked visceroptosis. The Wasser- 
mann reaction of the blood was normal. 
The diagnosis was (1) vasomotor rhinitis, (2) apical dental 
abscess, (3) visceroptosis and possible gastrointestinal allergy 
and (4) intermittent hydrarthrosis involving the left knee. 
Course—On completion of the diagnostic study it was 
assumed that there were present two separate conditions: (1) 
an allergic state, which caused the nasal and gastrointestinal 
symptoms, and (2) an infective process probably originating in 
the teeth, which was responsible for the joint manifestations. 
Accordingly the dead tooth was extracted, the apical abscess 
was drained and salicylates were administered orally. These 
measures, however, did not interrupt the course of the synovial 
effusions and did tend to aggravate considerably the gastro- 
intestinal symptoms. Then an attempt was made to study the 
patient from the allergic point of view. Perhaps the inter- 
mittent hydrarthrosis, as well as the nose and stomach com- 
plaints, was a manifestation of an allergic state. A study was 
conducted by means of cutaneous testing, elimination diets 
(Rowe) and a dietary diary. Sensitivity was discovered to 
lamb, apples, pineapples, grapefruit, peaches (raw), tomatoes, 
string beans, corn, olives and grape jelly. A special diet was 
instituted May 15. The effusions, which had been appearing 
regularly, promptly disappeared. However, when the hydrar- 
throsis might have been expected, large wheals (Quincke’s 
edema) appeared over the left knee, the left side of the chest 
and the left side of the neck. These persisted for three days. Ten 
days later they again erupted but were less severe and lasted 
only one day. After the diet was restricted the gastrointestinal 
symptoms diminished. For several months wheals appeared 
irregularly in various positions on the body, but by December 
1937 even these had disappeared. There was no recurrence 
of the effusion. The gastrointestinal discomfort was alleviated 
but not entirely cured. A corrective support was ordered, the 
foot of the patient’s bed was elevated and abdominal exercises 
were prescribed. The patient has been asymptomatic for the 
past five months. The nasal symptoms, which she felt were due 
to sinusitis, have disappeared. 


SUMMARY AND CONCLUSIONS 
A review of the incidence and etiology of intermittent 
hvdrarthrosis gives rise to the conclusion that this 
symptom complex is not a disease but an articular mani- 
festation of a variety of general and local conditions. 
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The case reported is the first in the literature in 
which the symptom complex was proved to be of 
allergic origin. The elimination of offending allergens 
from the diet not only brought about the definite 
improvement or cure of concomitant allergic mani- 
festations, namely gastrointestinal disturbances and 
vasomotor rhinitis, but halted the intermittent hydrar- 
throsis and caused subsequent Quincke’s edema entirely 
to disappear. 
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Lésauvage' was the first to report and describe 
tumors of the spermatic cord. He contributed the first 
three authentic cases in 1845. Brossard * was the first 
to publish a comprehensive work on the subject. Patel 
and Chalier * collected and abstracted all the previous 
reports in a comprehensive study, which appeared as 
a series of publications. In their first article a list of 
tumors was given which did not correspond exactly with 
the tumors mentioned in the abstracts which appeared 
in their last four articles. Nevertheless their contribu- 
tion is one of the most nearly complete, and_ their 
articles included three photographs which gave an 
excellent idea of the huge size that these tumors can 
attain. One of the photographs is of the largest tumor 
recorded, which was a fibroma weighing 15 kg., 
reported by Rhenter and Villard.* 

Hinman and Gibson ° were the first to classify tumors 
of the spermatic cord. Their review of the literature 
was exceedingly thorough and they added a report of 
another fibroma. Rubaschow® compiled a list from 
previous reports and presented another classification, 
which varied slightly from that of Hinman and Gibson. 
Mackenzie‘ listed the cases previously reported and 
added a case of fibromyxosarcoma. Burr * again listed 
the cases and added reports of one fibroma and one 
sarcoma. Thompson * summarized previous reports and 
added the greatest number of new cases. He reported 
twenty-one lipomas and one each of fibroma, heman- 
gioma, cystadenoma, fibrosarcoma and myosarcoma. 
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Since Thompson’s report, the following tumors 
have been recorded: lipoma by Isnardi,’° leiomyoma 
(benign) by Lapeyre and O'Daly," dermoid by Delan- 
noy and Demarez,’? fibroma and lipoma by Podetti,’* 
lipofibromyxoma and fibrosarcoma by Quinby™ and 
myxofibroma by Wolbarst.'* There was some diver- 
gence of opinion among several pathologists in Wol- 
barst’s case concerning the possible neurogenic origin 
of the tumor. 

Tumors of the spermatic cord are rare. To the 
present, including our case, 247 cases have been 
reported, as listed in the accompanying table. The 
following is presented as the only case of neurofibroma 
of the spermatic cord as yet recorded. 


REPORT OF CASE 

A man aged 49 had been injured thirty-five years previously, 
when a steel spike had lacerated and penetrated the right side 
of his scrotum. The laceration had been closed with clips and 
recovery had been uneventful. Six years before his admission 
to the clinic he had noticed a painless firm mass attached to the 
right testis. Three years later the mass had begun to increase 
in size and had caused discomfort, manifested by a _ heavy, 
dragging sensation in the right inguinal region, but still there 
had been no pain. 

In the right side of the scrotum was found a mass larger 
than the fist of an adult. extending superiorly to just past 


Fig. 1.—Neurofib-oma of the epididymis and spermatic cord. The multi- 
lobular nature of the tumor is evident. The testis is not involved, 


the external inguinal ring, in the inguinal canal. It was hard, 
irregular and slightly tender but a normal, soft right testis 
was easily palpable below it. The mass was not translucent. 
On the left side of the scrotum was a spermatocele about a 
third the size of the original mass. 
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An orchidectomy on the right was performed, and at the 
same time the large irregular mass in the right side of the 
scrotum was completely excised. After the scrotum was opened 
it appeared as though the lesion arose from the spermatic 
cord, because the testis itself was not grossly involved. It was 
impossible to preserve the testis, however, as excision of the 
mass necessitated ligation of the vessels of the spermatic cord. 
This was done just below the level of the external inguinal 
ring. The tumor did not appear to be malignant. 


< 


There is 


—~Neurotibroma of the epididymis and spermatic cord. 
Hematoxylin and eosin stain; reduced from 
a photomicrograph with a magnification of 95 diameters. 


Fig. 2.- 
a suggestion of palisading. 


The specimen weighed 370 Gm. On cut section (fig. 1) a 
white tumor measuring 13 by 10 by 8 cm. was found attached 
to the epididymis, the mediastinum, testis and 11.5 cm. of 
the spermatic cord. It consisted of connected lobules of vary- 
ing size. A small portion of the spermatic cord proximal to 
the tumor was attached to the mass but was not otherwise 
involved in the process. The testis appeared to be normal. 

Microscopically (fig. 2) the tumor was seen to be composed 
of spindle cells and a loose meshwork of intercellular fibrils. 
These fibrils were stained a faint pink by van Gieson’s method, 
showing the presence of young collagen fibrils. Some portions 
of the tumor were more cellular than others. An occasional 
mitotic figure could be demonstrated. In places there was a 
suggestion of palisading. In some portions the intercellular 


Tumors of the Spermatic Cord Reported in the Literature, 
Including the Present Case of Neurofibroma 


Benign Malignant 
Lymphangioma ............ 5 yxochondrosarcoma 2 
Myxofibroma (possibly neuro- 65 
Neurofibroma 

Other mesodermal tumors .. 17 

Benign tumors, approximately.................. 71 per cent 

Malignant tumors, approximately...............29 per cent 


substance was basophilic, resembling in this respect the neurog- 
lial tissue of the brain. Neurofibrils were not present, since 
there was no precipitation of silver by either Bielschowsky’s or 
Orlandi’s method. The absence of neurofibrils does not elim- 
inate the possibility of neurogenic tumor, because neurofibromas 
arise from the sheath of Schwann; consequently they usually do 
not contain neurofibrils. Furthermore, it is not infrequent for 
neurofibromas to contain collagen fibrils. The histologic diag- 
nosis of neurofibroma was confirmed by Dr. A. C. Broders. 
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SUM MARY 

Two hundred and forty-seven tumors of the sper- 
matic cord have been reported; of these approximately 
70 per cent were benign and 30 per cent malignant. 
The tumors found most frequently were lipomas, and 
then, in decreasing frequency, were sarcomas including 
fibrosarcomas, fibromas, mesodermal tumors, dermoids, 
angiomas and myomas. In our case a neurofibroma of 
the spermatic cord and testis was removed thirty-five 
vears after a lacerating and penetrating injury of the 
scrotum. This is the first case of neurofibroma of the 
spermatic cord to be reported so far as we know. 
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Lipoid pneumonia (referred to by various authors as 
oil pneumonia, oil aspiration pneumonia, oil inspiration 
pneumonia, paraffinoma, paraffin oil tumor and pneu- 
monolipoidosis ) occurs most commonly in infants and 
in the debilitated old, resulting most frequently from 
the administration of laxative oils or the therapeutic 
instillation of oils into the nasopharynx with subsequent 
aspiration of the oily or fatty substance into the lung. 
Less frequently this lesion has been reported in adults 
not necessarily debilitated. The lesion was _ first 
described by Laughlen' in 1925 in one infant, two 
children and one adult. Pinkerton * in 1927 reported 
six cases in infants and children and the following year * 
reported the results of intratracheal injection of vege- 
table, animal and mineral oil in rabbits and dogs. The 
human cases, 106 in number, reported up to April 1936, 
are reviewed by Ikeda.* He adds five cases of his own. 
More recently * there have been four additional reports 
referring to cases of lipoid pneumonia. The aspira- 
tion of animal fats (milk, cod liver oil) is the most 
frequent cause in infants and children, while the adult 
type of lipoid pneumonia is practically limited to min- 
eral oil and its medicated forms. According to Ikeda 
the infantile type is characterized by interstitial pro- 
liferative inflammation not infrequently combined with 
exudative pneumonia which may be due to chemical 
irritation alone, and the adult type by organized and 
granulomatous lesions. <A better classification based 
on the nature of the irritant would be (1) animal oil 
or animal fat type, (2) mineral oil type and (3) mixed 
type 

The case reported here is one of the adult type of 
lipoid pneumonia following repeated aspirations of 
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animal oil, probably cod liver oil taken by mouth. In 
addition to the conditions found in the lungs by others, 
metastatic deposits of lipoid material were observed, 
principally in the kidneys and spleen, together with 
an associated necrotizing arteritis and periarteritis. In 
the kidneys the lesion was most striking and was asso- 
ciated with a diffuse glomerular nephritis, apparently 
a contributory cause of death of the patient. As in 


Fig. 1.--Right lung, showing a large area of lipoid pneumonia (red 
and gray hepatization). 


some of the cases reported by others, both clinically 
and on gross inspection at autopsy, certain of the pul- 
monary lesions suggested metastatic carcinoma. 


REPORT OF CASE 


History.—A white woman aged 42 suffered from an infection 
of the upper respiratory tract in May 1933. X-ray examination 
at that time showed no pathologic changes in the lungs. The 
patient was first admitted to Mount Sinai Hospital in July 1934 
with a complaint of a painless mass in the leit breast which she 
had noticed three months prior to admission. A radical mastec- 
tomy was performed at this time. The surgical pathologic diag- 
nosis was comedo duct carcinoma of the breast, 2.5 cm. in diam- 
eter without metastases to the axillary lymph nodes. She had 
an uneventful postoperative recovery. 

About the first of September 1937 pain developed in the leit 
side of the chest and the patient consulted her surgeon for fear 
of a possible recurrence of the malignant condition. She was 
admitted again to Mount Sinai Hospital October 10, with the 
complaint of cough and fever of two weeks’ duration. 

September 26 acute pain developed in the left side of the chest 
with cough and expectoration of a small amount of rusty 
sputum. Since that time she had had fever, weakness, anorexia, 
malaise and a mild cough productive of about 1 ounce (30 cc.) 
of mucoid sputum daily. Subsequent to the patient's death it 
was learned trom her husband that for the preceding few 
months she had tired more easily than formerly, had a mild 
cough and was short of breath and that she had taken liquid 
petrolatum as a laxative for three or four years and two pint 
bottles of cod liver oil the year previous to her death. 

Examination —October 10 the left lung field was dull to per- 
cussion below the scapular angle posteriorly. Coarse breath 
sounds, bronchovesicular in character with soft crepitant rales, 
were heard. The right lung field was clear. Except for the 
scar of the previous mastectomy, and conditions in the lung, 
physical examination was essentially negative. The patient had 
a moderate elevation of temperature and cough with very little 
expectoration. The signs of pneumonia slowly and_ steadily 
progressed. The right lung soon became involved. Chills and 
sweats were frequent. There was increasing dyspnea and 
cyanosis, and the patient became progressively more lethargic. 
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The sputum became blood stained and two days before her death 
was of the nature of frank hemoptysis. The temperature con- 
tinually fluctuated between 100 and 103 F., the pulse between 
100 and 110. The course was progressively downhill and the 
patient died November 3 with signs of pulmonary edema. 

The sputum on repeated examination showed no acid-fast 
organisms, spirochetes or pneumococci. Examination of the 
urine and blood chemistry determinations performed on admis- 
sion to the hospital showed nothing abnormal. The white blood 
cell count on admission was 10,200; one week later it was 
15,300 and four days later 17,400 per cubic millimeter. The 
blood cultures were negative. X-ray examination October 10 
revealed a large area of dense infiltration extending from the 
fourth to the seventh rib posteriorly, with no definite cavitation. 
The lung fields otherwise were clear. It was the impression 
that there was pneumonia of the superior division of the left 
lower lobe. The second x-ray examination, October 22, showed 
that infiltration in the base of the left upper lobe had increased 
somewhat in amount and extent, although the apex was still 
clear. There was moderate infiltration of the base of the right 
upper lobe. The lateral view showed that the infiltration was 
anterior. No definite cavity could be made out. 

The clinical impression at the time of death was broncho- 
pneumonia with possible metastases to the lung from the 
primary comedo duct carcinoma of the breast removed three 
years previously. 

The pertinent observations made at autopsy were as follows: 
The patient was well developed and fairly well nourished. The 
left’ breast was absent. There were no nodules in the old 
surgical scar or in the axilla, The lungs presented a striking 
picture. All lobes were more voluminous than the average. 
The right lung (fig. 1) was in great part consolidated; in 
places it was dark red suggesting hemorrhage, recent imfarc- 
tion or red hepatization; in other areas there was consolida- 
tion suggesting gray hepatization. The lesions in the left lung 
were of a very different character. In the lower lobe there was 
a roughly circumscribed firm area about 10 cm. in diameter 
(fig. 2). Here the tissue was gray with areas of yellow flecking 
suggesting areas of necrosis. The normal markings of the lung 
were still recognizable. In the same lobe there was a small 
hard circumscribed nodule about 2 cm. in diameter which was 
elevated above the general surface level. The normal lung 
markings were not recognizable here. The lesion grossly sug- 


Fig. 2..-Lett lung, showing areas of lipoid pneumonia, the smaller sug- 
gesting a metastatic carcinomatous nodule. 


gested metastatic carcinoma, The hilar lymph nodes were 
slightly enlarged, were fleshy in consistency and showed no 
evidence of tumor metastases. 

The lungs on microscopic examination showed a variety of 
changes of early to late lesions. In the recently involved areas 
there was extensive parenchymatous hemorrhage, In_ places 
there was some fibrin deposit. In quite a number of alveoli 
also there were a few macrophages containing small globules 
of oil. Elsewhere there were a few extracellular oil droplets. 
In the areas which grossly suggested gray hepatization the 
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alveoli contained many pus cells and occasional macrophages 
and a moderate amount of fibrin deposit. The changes micro- 
scopically were indistinguishable from those of bacterial pneu- 
monia (fig. 3). Careful examination of Gram-stained sections 
of these areas showed no observable bacteria. Frozen sections 
stained with scarlet red showed abundant finely emulsified 
orange stained lipoid material especially within the alveolar 
walls and at the regional alveolar border. Other sections 
showed an intervening stage with many macrophages and a 
considerable infiltration by fibroblasts. These areas stained 
with scarlet red showed many lipoid granules within macro- 
phages and regional to fibroblasts. The portions which in the 
gross specimen were firm and gray with flecking and those 
which grossly suggested metastatic tumor tissue histologically 
appeared to be fully developed granulomatous lesions with 
central necrosis, macrophages and fibroblasts and at the periph- 
ery scattered multinucleated giant cells of foreign body type 
(fig. 4). Sections of these areas stained with scarlet red 
showed abundant lipoid material within giant cells and macro- 
phages and also in extracellular locations. Preparations stained 
with osmic acid also showed the stained lipoid material. Scrap- 
ings from these areas of the lungs treated with a saponification 
reagent (equal parts of concentrated ammonium hydroxide and 
50 per cent sodium hydroxide) showed saponification of the 
lipoid material. Sections stained by the Ziehl-Neelsen method 
showed no observable bacilli. 

The kidneys together weighed 410 Gm. The capsules stripped 
with some difficulty, exposing a stippled red surface with a 
“flea bitten” appearance. On section the cortex was swollen; 
the striations appeared blurred. There were numerous red 
flecks in the cortex. Grossly the lesion in the kidney suggested 
a subacute glomerular nephritis. 

Microscopically the most striking changes in the kidney were 
in the small arteries (fig. 5). There were marked degenerative 
and necrotic changes of the vessel walls with a considerable 
infiltration of polymorphonuclear neutrophils and of lympho- 
cytes in the vessel walls and in perivascular location resembling 
the picture in periarteritis nodosa. The finely granular orange 
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Fig. 3.—Section of right lung under low magnification showing exuda- 
tive reaction of relatively recent lipoid pneumonia (hematoxylin and 
eosin stain). Adjacent sections stained by Gram method show no organ- 
isms; frozen sections from regional tissue stained with scarlet red show 
numerous small globules of oil. 


stained lipoid material was especially abundant in the vessels of 
the glomerular tufts in the frozen section (fig. 6). This lipoid 
material also stained with osmotic acid. In the hematoxylin- 
eosin stained sections the majority of the glomeruli showed 
degenerative changes of varying degree, including complete 
necrosis and considerable round cell infiltration. There were 
adhesions between the glomerular tufts and between the tufts 
and capsule. The renal tubules were dilated; some were filled 
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with red blood cells. There was also orange stained lipoid 
material within the lumens of some of the tubules. In addition, 
the tubular epithelium in many places showed orange stained 
lipoid material in the cytoplasm toward the basement membrane 
of the cells characteristic of fatty degeneration. 

The spleen weighed 210 Gm. On section the tissue was 
coherent, with an increase in the red and gray elements. 
Microscopically, sections of the spleen also showed necrotizing 


Fig. 4.—Section of left | (hematoxylin and eosin stained under low 
1 


magnification) showing granulomatous inflammation in ipoid pneu- 
monia (necrosis, fibrosis and marked giant cell reaction). (Intracellular 
and extracellular oil droplets are abundant in frozen sections of tissue 
from this area stained with scarlet red.) 


lesions in the walls of small arteries with a considerable infil- 
tration of polymorphonuclear leukocytes, many of which were 
fragmented. Sections stained with scarlet red and with osmic 
acid showed scattered fine lipoid droplets in the wall and in 
the lumen of the affected vessels. 

Microscopically similar vascular lesions were present in the 
capsule of the adrenal and in the ovaries, In the hilar lymph 
nodes of the lungs intracellular lipoid droplets were present. 
The only other interesting microscopic observation was the 
presence of numerous mitotic figures in the parenchymatous 
cells of the liver. 

The anatomic diagnosis was lipoid pneumonia involving all 
lobes of the lungs; metastatic lipoid deposits in the blood vesseis 
and perivascular areas with regional acute and organizing 
inflammation of the lungs, kidneys, spleen, adrenals and ovaries, 
and hilar lymph nodes of the lungs; cloudy swelling and fatty 
change of the parenchymatous organs most marked in the liver; 
chronic cholecystitis (slight); cholelithiasis; hemangiomas of 
the liver, the largest 5 cm. in diameter; healed surgical incision 
for radical mastectomy for comedo duct carcinoma of the breast 
2.5 cm. in diameter, and terminal cardiac dilatation, 

COM MENT 

The fact that the lipoid material present in the tissues 
in this case, in part at least, stained with osmic acid 
and was saponifiable showed that it was animal fat 
rather than liquid petrolatum because the latter is non- 
saponifiable and stains with scarlet red but not with 
osmic acid. This agrees with the finding of Pinkerton * 
and others that animal oil and animal fat (milk, cream, 
cod liver oil, rabbit fat and lard oil) produce more 
severe lesions than do mineral oils. The case differs 
from the cases previously reported in that metastatic 
lipoid deposits were found in and about blood vessels 
in the kidneys, adrenals and ovaries in addition to 
those in the usual location in the lungs, in the hilar 
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lymph nodes and less frequently in the spleen. Micro- 
scopic examination of the lungs shows the aspirated 
lipoid material lining the alveoli and within the lumens 
of the capillaries in the alveolar septums. From this 
primary source the lipoid material apparently gained 
access to the circulation and produced severe vascular 
and perivascular lesions in the locations mentioned. 

The kidneys showed the most striking involvement, 
and the lesions here apparently contributed to the 
patient’s death. In the kidneys and spleen the lesions 
involving the medium sized arteries resembled the 
picture in periarteritis nodosa. The apparent cause of 
the change was the presence of finely emulsified lipoid 
material in the vasa vasorum. The similarity of this 
picture with that of periarteritis nodosa suggests the 
possibility that the latter lesion itself may be the end 
result of the lodgment of a variety of granular materials 
in the vasa vasorum of arteries. 

Clinically, lipoid pneumonia represents a chronic 
recurrent inflammation of the upper respiratory tract 
with unproductive cough and pain in the chest. The 
periodic recurrence and exacerbation depend on 
repeated inhalations of the irritating oil or oils. The oil 
in the lung gets there by involuntary aspiration without 
exciting reflex inhibition when oil is taken nasally or 
orally for many years. Part of this oil may be expec- 
torated and part removed by phagocytosis, but the 
residual portion sets up a chronic proliferative inflam- 
mation of the lung. The x-ray examination in the 
case reported did not show evidence of increased linear 
markings (fibrosis) or a perthilar shadow, which is 
the characteristic picture of lipoid pneumonia, but it 
did show a dense shadow which was interpreted as 


Fig. 5.—Section of kidney under low magnification showing a small 
arterial lesion strongly suggestive of periarteritis nodosa. There are 
marked degenerattive change and necrosis of the walls, infiltration of 
polymorphonuclear neutrophils and lymphocytes in the wall and in pert- 
vascular locations. 
ordinary pneumonia. Had the history of the inges- 
tion of oil been obtained earlier and been associated 
with the history of pain in the chest, the occasional 
cough and the asthenia, the diagnosis might have been 
suspected ante mortem. ‘This case as well as the others 
reported show that even a supposedly bland agent such 
as animal oil may be harmful if accidentally aspirated 
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into the lungs and that the treatment of disorders of 
the upper respiratory tract with various medicated oils 
is not free from danger. An x-ray check-up in such 
cases over a long period of time may furnish valuable 


information. 
SUMMARY 


A case of lipoid pneumonia occurred in an otherwise 
healthy woman aged 46 following repeated aspiration of 


Fig. 6.— Frozen section of kidney under low magnification showing 
—— metastatic lipoid material in glomeruli and tubules (scarlet red 
Stained). 


animal oil (probably cod liver oil) taken by mouth. In 
addition to the changes in the lung similar to those 
reported by others, metastatic deposits of lipoid material 
were observed in the kidney, adrenals and ovaries, 
together with an associated arteritis and periarteritis. 
The lesions in the kidneys were most striking (a diffuse 
glomerular nephritis) and apparently contributed to the 
death of the patient. 
1800 East One Hundred Fifth Street. 


The Discovery of Paragonimus.—About this time a lucky 
chance presented him with the discovery of an entirely new 
human parasite, and, as had happened before, it came to him in 
a peculiarly unrehearsed manner. One day a very self-possessed 
and important Chinese Mandarin entered his consulting room, 
and very insultingly spat on the floor at Manson's feet, ignoring 
completely the numerous sawdust-filled cuspidors which were 
arranged around the walls. Although blushing with indignation, 
Manson's scientific enthusiasm was satisfied by seeing that the 
sputum was tinged and streaked with blood, so seizing some 
with the forceps which he held in his hand, and placing it under 
the microscope, he discovered the eggs of a hitherto unknown 
worm, which turned out to be those of the lung fluke Paragoni- 
mus. . . . Then collecting some more of this sputum, he 
placed it in a glass bottle upon his desk, and added tap water. 
In the rush of other work, he forgot about making further 
observations on the eggs, until some six weeks afterward, he 
noticed an offensive smell that emanated from this particular 
bottle; he bethought himself of examining the sediment. still 
further under the microscope before throwing it away. Once 
again by the most fortunate chance, he observed the small 
ciliated embryo, or miracidium, trying to force its way out of 
the egg, and manifestly also on its way to a new host. Thus 
was initiated the first steps of the wonderful life history of this 
fluke —Power, Sir D’Arcy: British Masters of Medicine, Balti- 
more, William Wood & Co., 1930. 
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Clinical Notes, Suggestions and 
New Instruments 


NEW SUTURE SCISSORS 


Micuaet DeBaxey, M.D., New OrLEANS 


There are two essential differences in the technical use of 
silk and of catgut suture material. With the former it is 
important to employ interrupted sutures throughout and desir- 
able to sever the suture close to the knot. The significance 
of employing interrupted sutures is twofold: 1. Silk sutures 
in the presence of secondary infection may act as an irritant or 
foreign body, and if continuous sutures have been used the 


Side view 


Fig. 1.—Front and side views of suture scissors; the distal ends of the 


blades form an angle of approximately 135 degrees. 


suture produces a pathway for the further extension of this 
infection. The infection (particularly the chronic, relatively 
avirulent type) and irritant factors may produce insidiously 
a granulomatous type of lesion. Silk and, more recently, cotton 
are employed as a routine in the Tulane Surgical Service. 
Although at present interrupted sutures are used entirely, with 
no complications, continuous sutures were used very early in 
the adoption of the al! silk technic. During this period several 
cases were observed in which granulomatous lesions, as 
described, developed. These were completely excised and the 
wounds closed with interrupted silk sutures without drainage 
and with primary healing. 2. A very fine silk can be used 
with relatively greater and more secure tensile strength. 
Because silk does not become edematous, as does catgut, the 


Cutting 


tt nde Open Cloned 
lower blade 


upper blade position position 


Fig. 2.—-Construction of the blades: A, lower blade; the angled part 
is provided with a V-shaped opening, one side of which has a cutting 
edge. B, upper blade; the angled part of the blade has a cutting edge 
which opposes that of the lower blade. C, upper and lower blades assem- 
bled in a completely open position, D, upper and lower blades assembled 
in a completely closed position, 


knot is less likely to slip. For this reason it is not only 
unnecessary but undesirable to cut silk sutures as long as catgut 
sutures. Actually the suture should be severed as close to the 
knot as possible. Any part of the suture distal to the knot 
is simply excess foreign” body. Thus it becomes obvious in 
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School of Medicine. 
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using an all silk technic that the cutting of sutures is an 
important factor. In an attempt to simplify and facilitate the 
performance of this technical procedure, new suture scissors 
have been devised. 

The scissors are similar to the conventional type, differing 
only in construction of the blades, which form an angle of 
approximately 135 degrees near the distal end (fig. 1). Only 
the angled part of the blades has a cutting edge. The lower 
blade is provided with a V-shaped opening at its end, one 
side of which has a cutting edge (fig. 2 4). The upper blade 
has a narrowed tapering end and is provided with a cutting 
edge which opposes that of the lower blade (fig. 2 B). Thus 
when the two blades are assembled and in the open position 
the angled part of the upper blade is above the noncutting side 
of the lower blade (fig. 2 C). In this position the cutting 
edges of the respective blades oppose each other. A lock 
arrangement prevents wider opening of the blades. As _ the 
scissors are closed the upper blade moves across the V-shaped 
opening, the cutting edges passing each other until the com- 
pletely closed position is assumed (fig. 2 D). 


\\\ 
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Fig. 3.—Method of operating the scissors: As the ends of the tied 
suture are held taut, the V-shaped end of the open scissors is brought 
against them so that the suture lies in the apex of the wedge, and then 
the scissors are slid down the suture until stopped by the knot. The 
inset represents diagrammi itically the cross section of the upper and lower 
blades and the position of the suture, to show how the desired site of 
cutting the suture is automatically found. 


The operation of the scissors is extremely simple. The ends 
of the tied sutures are held taut as the V-shaped end of the 
open scissors is brought against them so that the suture 
lies in the apex of the wedge (fig. 3). The scissors are then 
slid down the suture until they are stopped as the knot impinges 
against the wedge (fig. 3, inset). Thus the desired site of 
cutting the suture is automatically found. In this position the 
blades are closed and the suture is severed. 

Whereas with the conventional type of suture scissors con- 
siderable practice is necessary in cutting silk sutures at the 
desired site, with the scissors herein described this site is quickly 
and automatically found even by the tyro and the time required 
for the proper performance of this technical procedure 1s 
diminished considerably. The angled character of the scissors 


permits convenience and facility in severing sutures in rela- 
tively inaccessible or deeper areas of the wound. For this 
purpose also the scissors are made in several lengths. Because 


the cutting edges are relatively small (about 0.5 cm. in length) 


and because of the protection afforded by the construction 
of the blades, the danger of inadvertently cutting tissue is 
minimized, 
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CORPUS LUTEUM CYSTOMA 


Homer WuHueEeEton, M.D., ann GALE Witson, M.D., SEATTLE 


Cystic tumors of the ovary arising from the graafian follicle 
are common. Small cystic degenerations of the corpus luteum 
are not uncommon, but a single cyst of any appreciable size 
is very unusual, although cysts “the size of a child’s head” 
have been described. Hertzler? states that these cysts develop 
because of the failure of the luteal cells to form fibrous tissue 
and the resultant corpus albicans—‘at any rate the luteal cysts 
must be due to some disturbance in the physiology of ovulation. 
The result is a cyst seldom larger than a walnut, usually not 
larger than a hazelnut. Having attained this size, they may 
remain unchanged and symptomless, or hemorrhages may take 
place in them.” 

REPORT OF CASE 

History.—Miss R. G., a white American office worker aged 
34, was perfectly healthy until February 1938, when bilateral 
tubal abscesses developed and drained through the vagina. 
There was an uneventful recovery from the pelvic infection, 
and in September 1938 the patient returned, complaining of 
insomnia, “hardiness of the abdominal muscles” and enlargement 
of the lower part of the abdomen. Pelvic examination at this 
time revealed a mass the size of a grapefruit in the left broad 
ligament, with the uterus small and pushed to the right. The 
patient stated that she first noticed the mass about a month 
previous to entry and that for the past several years her periods 
had been irregular, usually with a six to eight week interval 
and a three day flow, and that since February 1938 they had 
occurred more regularly, at a monthly interval, but with a very 
scanty flow. 

Operation.—An operation performed by Dr. H. J. Davidson 
at the Columbus Hospital September 21 disclosed a large tense 
mass adherent to the left broad ligament, bilateral hydrosal- 
pingitis and two small fibroids in the anterior suriace of the 
uterus, The right ovary appeared normal. The mass, the 
tubes and the two small fibroids were removed. The abdomen 


was closed without drainage. The wound healed by primary 
union and convalescence was uneventful. Menstruation began 
the day following operation. 

Pathologic Examination.—The specimen consisted of a smooth 
tense grayish mass, 11 cm. in diameter, to which was attached 
a uterine tube measuring 9 by 3 cm. On section the dilated 
tubal lumen was filled with a thick viscid mixture of what 
appeared to be blood and pus. On section of the tumor mass, 

1. Kaufmann, Edward: Pathology for Students and _ Practitioners, 
translated by Stanley P. Reimann, Philadelphia, P. Blakiston’s Son & Co., 


Hertzler, Arthur E.: 


2. | Surgical Pathology of the Female Generative 
Organs, Philadelphia, J. B. 


Lippincott Company, 1932. 
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thick, bloody and purulent appearing material under marked 
pressure was seen to fill a cyst cavity, the walls of which were 
tough and fibrous, gray and about 1 cm. in average thickness. 
The inner lining of the cyst was bosselated and yellowish, and 
it stripped fairly readily from the underlying tissue. Micro- 
scopic study of the wall of the cyst revealed no true ovarian 
structure. The wall was thick and fibrous, with small areas 
of round cell infiltration. The lining showed small round cells 


Fig. 2.-Cyst opened and evacuated, showing thick, bosselatef, yellowish 
wall. 


arranged more or less in strands, with a matrix of vascular 
fibrous tissue. There were indefinite columns of cells, not 
unlike normal lutein cells but interspersed with frequent signet 
ring shapes and many mitotic figures. There was no definite 
epithelial edge and no indication of mvasion of the capsule. 


COMMENT 


The case is presented because of the rarity of a large uni- 
locular corpus luteum cyst. The growth of this cyst was rapid; 
the wall was thick, and in spite of the mitotic figures and the 
origin from ovarian tissue the growth was benign as long as 
encapsulated. The hormonal effect has heretofore apparently 
not been recognized, but an excess of lutein hormone will cause 
amenorrhea (relative or complete) and the condition is readily 
remediable by surgical removal of the cyst. 


PHOTOSENSITIZING 
A BRIEF 


AGENTS 


REVIEW OF THE LITERATURE 


I. Lewis Sanpter, M.D., Wasnincrox, D. C, 
Assistant Professor of Dermatology and Syphilology, Georgetown 
University School of Medicine 


My purpose in this paper is to report two cases of pigmen- 
tation—one resulting trom a photosensitizing dye and the other 
from a toilet water—and to discuss briefly the parenteral and 
ingested photosensitizing substances as well as the topical 
photosensitizers. 

Pigmentation of the skin may follow the topical application 
of a number of photosensitizers, e. g. eosin and eosin compounds, 
oil of bergamot, oil of lavender, oil of cedar, vanillin oil, per- 
fume, eau de cologne, mercury bichloride, dyes and Dictamnus 
albus (gas plant). 

Substances such sulfanilamide, gold, silver, hemato- 
porphyrin, acriflavine, eosin, rose bengal, erythrosin (fluo- 
rescein) and chlorophyll, when injected into the body, possess 
the property of sensitizing the skin to light. 

Photosensitization in animals has been associated with the 
eating of buckwheat, clover and sudan grass. 


REPORT OF CASES 

Case 1.—Miss A. P., aged 30, a brunette, consulted me 
March 18, 1938, for three dark gray, flat, superficial, pigmented 
areas on her lower lip. Each area was not more than 0.5 cm. 
in circumference and irregular in outline and had been present 
since the past summer. The patient had been using one brand 
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of lipstick for a number of years until the past summer, at 
which time she changed to a different brand (Louis Philippe). I 
considered this pigmentation as resulting from photosensitiza- 
tion to one of the ingredients of this lipstick. 

July 22 the patient consulted me for an irregular grayish 
pigmentation of the webs of the fingers of her right hand. She 
had recently been applying an eau de cologne (Arly) to these 
areas. I considered this pigmentation as resulting from one of 
the ingredients of this particular eau de cologne. 

Perfumes are complex products; the better ones may contain 
as many as twenty-five ingredients and consist of (a) a coloring, 
(b) a fixative, (c) a solvent, (d) essential oils and (¢) an odor 
—animal, vegetable or synthetic. 

August 17 the patient consulted me for a linear grayish pig- 
mentation extending from the outer surface of the left thigh 
to the ankle (figs. 1 and 2). The pigmentation was approxi- 
mately 3 cm. at the upper part of the thigh and gradually 
narrowed toward the ankle. The patient noticed this pigmen- 
tation in the evening after swimming. She had worn the same 


PHOTOSENSITIZATION—SANDLER 


Jour. M. A. 
10, 1939 


Since the experiment could not be reproduced by ultraviolet 
rays I am of the opinion that summer sunshine is necessary for 
this type of reaction. Goodman! considered three factors essen- 
tial: (1) sensitivity of the person, (2) some ingredient of the 
perfume or substance and (3) natural summer sunlight. It 
should be remembered that no source of artificial light closely 
resembles noonday summer sunshine and that experiments per- 
formed with the artificial sunlight cannot be completely accepted 
as equivalent to natural noonday summer sun. 

It appears that certain wavelengths of light are concerned in 
precipitating these photosensitizing reactions, and it is believed 
that the violet and ultraviolet rays of the spectrum are most 
important. 

The patient stated that she was not unduly susceptible to 
the sun, and although on several occasions she had exposed 
herself for an hour or more, only a mild erythema had developed 
followed by a slight tanning. 

Cast 2.—Mrs. A. S., aged 25, a brunette, was seen in consul- 
tation at Emergency Hospital in July 1935 for a slate-colored 


2 (case 1).- 


1).--Linear pigmentation Fig 
thigh ‘and leg. 


Fig case 
of the thigh and leg. 


bathing suit four times previously while swimming in an 
indoor pool but on this particular afternoon in August she 
decided to sun herself. After swimming in the pool she 
squeezed the water from the left side of the pants of the bathing 
suit and sat in the sun an hour, developing a mild generalized 
erythema. The same evening the pigmentation was noted, It 
had occurred where the expressed water “ran down” her thigh. 
When examined three months later the pigmentation was still 
present but fading. 

The pants of the rayon bathing suit were red, while the 
outer part (skirt) was red with a white polka dot. Most of 
the red dyes used in bathing suit manufacture fall within the 
eosin group. In reviewing the literature I have been unable 
to find a case of pigmentation from a photosensitizing dye as 
described in this case. 

I performed patch tests with various portions of the bathing 
suit; I wet the pants and skirt, squeezed the water out, applied 
the water to the skin and then exposed the area to an erythema 
dose of ultraviolet rays; I used chlorinated water (for chlorine 
was used in the pool) and repeated the tests, but with negative 
results. Unfortunately I could not persuade the patient to go 
swimming and repeat the same procedure that precipitated the 
pigmentation, 


Linear pigmentation of the 


Fig. 3 (case 1).--Linear (4) which fol- 
leaned application of 10 per cent oil of berga- 
mot in 70 per cent aleohol plus ultraviolet 
rays and (B) which followed application of 
eau de cologne (Arly) plus ultraviolet rays. 


pigmentation of the 
face, anterior portion 
of the neck, the chest, the flexor surfaces of the forearms and 
the left leg and thigh. The patient had fractured her right leg, 
which had been placed in a plaster cast. The first of July the 
patient was permitted sunbaths on the roof of the hospital and 
the first few days after exposure to the sun a_ generalized 
erythema developed; several days later a discoloration of 
the skin appeared which became progressively more marked. The 
history revealed that each day before exposure to the sun the 
patient had applied an eau de cologne (No. 4711, manufactured 
by Ferd. Mulhens, Inc.) to the areas that became discolored. 
This discoloration disappeared in four months. 

Many toilet waters, perfumes and cosmetics contain oil of 
bergamot, which is a definite photosensitizing agent. The 
application of oil of bergamot in alcohol plus ultraviolet rays 
will in many persons produce a dermatitis followed by pigmen- 
tation. Some authors report the production of pigment in 
depigmented (vitiliginous) areas following its use. In one 
experiment I applied (1) an eau de cologne (4711), (2) 10 per 
cent oll « of bergamot | in 4 per cent | alcohol, (3) eau de cologne 


1. Goodman, Herman: Perfume Dermatitis: Case ian with a 
Review of the Literature and Bibliography, Brit. J. Dermat. & Syph. 43: 
177 (April) 1931, 


a 

| 


112 
NuMBER 23 


(Arly) daily to the forearm and followed by alpine ultraviolet 
erythema doses and on the sixth day definite pigmentation was 
noted at the sites of the application of oil of bergamot and 
eau de cologne (Arly) (fig 3). 


COMMENT 

Gross and Robinson? reported the first cases in the United 
States of dermatitis and pigmentation following the use of per- 
fume. Their five patients used imported perfumes. The authors 
produced pigmentation, preceded by erythema, by the application 
of a drop of perfume followed by a suberythema dose of ultra- 
violet rays. “This dermatitis has definite characteristics. It is 
usually found in the neck and chest. The shape of such 
an area is usually similar to that of an area covered by a small 
drop of flowing fluid.” 

Freund ® in 1916 originally described this curious pigmenta- 
tion and was successful in reproducing the pigmentation by 
exposure to the sun after applying eau de cologne and oil of 
bergamot. 

Goodman! in 1931 reported a case of perfume dermatitis 
and described the pigmentation as giving the appearance of 
being caused by a dark colored fluid running down. The patient 
stroked the moist glass stopper of the perfume bottle behind 
her ear and down her neck. This site of pigmentation is not 
uncommon. 

Hellier * reported a case of lipstick dermatitis resulting from 
the eosin and stated that the majority of lipsticks contain 
eosin. 

Silver, when applied locally or ingested, may produce the 
characteristic slate color of argyria in the skin and adjacent 
mucous membrane of the exposed portions of the body. 

Discoloration of the nails due to mercuric sulfide activated by 
rays of light has been reported by Callaway.® 

Conspicuous pigmentation preceded by bullae and erythema 
has followed contact with Dictamnus albus ® (gas plant) when 
exposed to the sun’s rays. The toxic substance is a photo- 
sensitizer for dermatitis, and pigmentation was produced only 
after exposure to the sun. 

Cutaneous pigmentation has followed injections of gold salts. 
Cardis and Conte? have reported chrysocyanosis in thirty-four 
tuberculous patients following treatment with gold salts. The 
pigmentation, which is persistent and occurs only on portions 
of the skin exposed to light, such as around the eyes, forehead, 
back of the hands and forearms, may not appear for two or 
three years. 

Persistent hypersensitivity to light after intravenous injec- 
tions of acriflavine hydrochloride has been reported by 
Haxthausen.* After injections of acriflavine hydrochloride, 
edema and erythema of her face and hands would develop when 
exposed to diffuse daylight and sunshine. Bright sunlight did 
not have any effect on the patient when the windows were 
shut. 

Hematoporphyrin hydrochloride ® has produced intense pig- 
mentation at the point of injection. This pigmentation appeared 
on exposure to sunlight two months after the use of the drug. 

Quin '!° produced sensitization to light in sheep and goats by 
injecting 0.5 Gm. of hematoporphyrin intravenously and expos- 
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ing them to direct sunlight. Ten minutes after exposure to 
sunlight there was pruritus followed by edematous swelling of 
the ears and face, dry gangrene and finally opacity of the cornea 
with blindness. 

Jodibauer and Busck1!! produced the same reactions by 
injecting eosin, fluorescein, erythrosin and rose bengal into 
rabbits, rats, mice and guinea pigs and exposing the animals 
to direct sunlight. 

Meyer-Betz!* received an intravenous injection of hemato- 
porphyrin and when he was exposed to direct sunlight of short 
duration there resulted pronounced edema of the hands and 
face followed by superficial necrosis in a few areas. 

Photosensitization in animals has followed the ingestion of 
certain substances. Hertwig!* in 1833 observed fagopyrism 
(buckwheat poisoning) in a herd of swine, associated with the 
eating of buckwheat and exposure to direct sunlight. 

Trifoliosis, or clover disease, and similarly photosensitization 
from Sudan grass have been reported.’ 

Sulfanilamide is also a photosensitizing agent. Brusting 15 
and Neuman and Sharlit!® have discussed this peculiar prop- 
erty. The outstanding characteristic was its limitation to the 
regions of the skin which had been exposed to direct sunlight. 
The skin became erythematous, edematous and urticarial. The 
presence of certain concentrations of sulfanilamide in the skin 
of susceptible persons may produce a state of photosensitivity, 
and therefore patients receiving this drug should be shielded 
from direct exposure to the sun or to ultraviolet rays. 

Abnormal hypersensitivity to light is a determining factor of 
several cutaneous diseases, particularly hydroa aestivale, eczema 
solare, xeroderma pigmentosum, lupus erythematosus and _pel- 
lagra. Hydroa aestivale '? has been accepted as a photodynamic 
phenomenon in which hematoporphyrin acts as a_ sensitizer. 

Recently avitaminosis in relationship to pigmentation has 
received serious consideration. Smith and Ruffin,'* by keeping 
pellagrins on a deficient diet, has succeeded in causing the der- 
matitis to reappear in thirteen of thirty-five patients by exposing 
them to the sun. Hoff !® has found that many pathologic pig- 
mentations of the skin are due to a deficiency of vitamin C. 
Cornbleet 2° states that the clinical condition of increased pig- 
mentation occurring in scurvy is quickly eradicated by adminis- 
tration of vitamin C, while hyperpigmentation in Addison’s 
disease is reduced to normal by the administration of vitamin C. 

In the light of these facts it is possible that patients in whom 
pigmentation develops after exposure to sunlight may have an 
absence or diminution of certain vitamins, particularly vita- 
min A or C or both. 

Very little is known of the mechanism of sensitiveness to 
light. Ellinger 2! worked out a method for studying the problem 
of the relationship between light sensitivity and cutaneous capil- 
larization by determining the number of visible capillaries per 
unit of surface and concluded that in many cases of high 
degree of sensitivity to light he found an increase in the number 
of capillaries of the skin. 
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THE POSTOPERATIVE CARE OF 
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GASTRO-ENTEROSTOMY 
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AND 
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In the May 29, 1937, issue of THe JouRNAL a tube was 
described for use in the postoperative care of patients under- 
going gastric operations. It had the twofold function of keep- 
ing the stomach constantly empty and yet of allowing jejunal 
feeding at regular intervals. This was accomplished by the 
insertion into a duodenal tube of a silver outlet valve at the tip 
for jejunal feeding and of a silver inlet valve 30 cm. proximal 
to the tip for the aspiration of the contents of the stomach. 
Although a large double lumen tube had once been used for the 
same purpose it was felt that the use of a single tube with valves 
was preferable because of the larger lumen that would be 
obtained for a given outside diameter. 

In the light of subsequent experience this proves to have 
been an error. Though the standard 16 F. duodenal tube has 
a lumen which is 7 sq. mm. in cross section as compared with 
4 sq. mm. for the larger lumen of our 16 F. double lumen 
tube, it is the latter which is less easily occluded by mucus and 
blood clots. This is because the lumen of the two lumen tube 


has a flat side (fig. 2) which sags when suction is applied and 
response to 


bulges in The wide changes in the 


pressure. 


12F O30 cm 


A 
gastro-enterostomy tube in place: A, route of injection of 


point of emergence of the solution; B, attachment 
suction; B’, points from which contents are 


Fig. l. The 
nutrient solutio 
for the app lication of 
aspirated, 


cross sectional area thus produced allow one to dislodge a 
mucous plug very readily by injecting water with a syringe, 
while the practically fixed cross sectional area of the round 
lumen tube, though actually larger, greatly reduces the chance 
of clearing the passage once it has become occluded. In addi- 
tion, the valves proved too difficult to keep in order for prac- 
tical purposes. 


From the Gastro-Intestinal Section (Kinsey-Thomas Foundation) of 
the Me dical Clinic and the Johnson Foundation of Medical Physics, 
Hospital of the University of Pennsylvania. 


NUTRITION—SPIES ET AL. 


For these reasons we have abandoned the use of the valved 
single lumen tubes and now rely entirely on a double lumen 
tube to accomplish the purpose originally described. The tube 
(fig. 1) is introduced through the nose, the end drawn out at 
the mouth and a Lyon duodenal bucket attached. The patient 
then swallows the tube to the first mark, which is placed 75 
cm. above the tip. This permits the portion of the tube in the 


stomach to slack 

and the aspirating 
A 8 
c 


holes to lie within the 
Fig. 2.—Cross sections of single and 


cardia. When a gas- 
tro-enterostomy is 

double lumen tubes: A, the proportion ef 
inside to outside diameter of a 16 F. tube; 
F. 


of the anastomosis 
slips the tip of the tube 
through the stoma and 
for 30 cm. down into 
the distal portion of 
the jejunal loop with 
his thumb and fingers. 
The tube meanwhile is 
advanced through the 
nose until the second 
mark (85 cm.) reaches 
the external nares, and 
it is retained in that 
position. Not less than 
six hours after opera- 


then performed the 

surgeon on completion 
B, the position of the septum in a 16 
deuble lumen tube; C, the degree to which 


tion, nutrient solutions the septum sags when a negative samen of 
150 cm. of water is applied to the larger 

may be inj ected lumen; D, the degree of bulge occurring 

through the smaller when water is injected with a syringe. 


lumen into the jeju- 
num, while to the larger lumen of the tube constant suction 
may be applied to draw off the gastric contents. 

Either type of tube gives one the ability to feed a partially 
starved patient, even on the day of operation, by a means that 
is more physiologic than is intravenous infusion, but the flat 
sided lumen and the lack of moving parts makes the double 
lumen tube unquestionably the better one for the purpose. 


ON THE USE OF VITAMIN Be, IN 
HUMAN NUTRITION 


A NOTE 


Tom D. Spies, M.D. 
WILLIAM M.D. 


WILLIAM M.D. 
BIRMINGHAM, ALA. 


Since vitamin Bs (2-methyl, 3-hydroxy, 4,5-di-[hydroxy- 
methyl] pyridine), one of the water-soluble compounds of the 
vitamin B complex, is a component of yeast and of liver extract, 
both of which are effective antipellagric substances, it was 
thought that perhaps this vitamin also might be important in 
human nutrition. Clinical studies of the effect of vitamin B, 
on nutritional deficiency diseases were made possible by the 
recent synthesis ! of this substance. 

We ® described recently the study of a large series of under- 
nourished persons who had clinical evidence of pellagra and 
beriberi and certain symptoms which are corrected by the admin- 
istration of riboflavin. Such persons are greatly benefited by 
the addition of nicotinic acid, thiamin chloride and riboflavin 
as supplements to their usual inadequate diets. Some ot them 
regain suflicient strength to return to work, thus enabling them 
to afford a better diet and thereby be restored to good health. 
Those whose diets remain unchanged develop symptoms which 
are not | corrected by the additio ” of these synthetic chemical 

From the Department of Internal Medicine, Widen of Cincinnati 
Colles ge of Medicine, the Cincinnati General Hospital, and ~ Hillman 
Hospital, Birmingham, Ala. This study was made possible a grant to 
the University of Cincinnati from the John and lng R. Markle 
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substances. Such symptoms include extreme nervousness, 
insomnia, irritability, abdominal pain, weakness and difficulty 
in walking. 

Four persons who had been treated successfully for pellagra 
and beriberi, but who remained on their deficient diets and 
were now complaining of these symptoms, were selected for 
study. Within four hours after the administration of 50 mg. 
of pure synthetic vitamin Be® in sterile physiologic solution of 
sodium chloride, all patients experienced dramatic relief of these 
symptoms and increased strength. Within twenty-four hours 
these symptoms had disappeared. One of these persons who 
had been unable to walk more than a few steps walked 2 miles 
within twenty-four hours after the injection of 50 mg. of vita- 
min Be. 

These observations indicate that vitamin By is important in 
human nutrition and support the hypothesis that the deficiency 
diseases are often multiple in nature, 


Special Article 


ON THERAPY 


THE 


CONFERENCES 


EVALUATION OF DRUGS 
TREATMENT OF 


USED IN 
SYPHILIS 
* Note.—These are actual reports, slightly edited, of conferences 
by the members of the Departments of Pharmacology and of 
Medicine of Cornell University Medical College and the New 
York Hospital, with the collaboration of other departments. 
The questions and discussions tnvolve participation by members 
of the staff of the college and hospital, students and visitors. 


Dr. JANET TRAVELL: The drugs with specific cura- 
tive effects in syphilis are the compounds of arsenic, 
bismuth and mercury. Some of the questions relating 
to their use, on which syphilologists do not all agree at 
present, are: Which metal to use at any given stage 
of the disease? What preparation of the metal to 
select?) How much of it to give? By what route? 
What plan of treatment to follow, whether continuous 
or interrupted or combined, and so on? And if toxic 
reactions or resistance to therapy develops, what other 
course to follow? If no reactions develop, when to 
stop treatment ? 

What are the objectives of antisyphilitic therapy? 
This is one instance in which therapy is aimed directly 
at the cause of the disease. So the goal is the complete 
cure of the disease. Treatment should accomplish a 
rapid disappearance of the spirochete from the muco- 
cutaneous lesions in order to prevent contagion and to 
prevent the spread of the infection to organs commonly 
involved in late syphilis. Second, in chronic or late 
syphilis treatment should effect an arrest of the various 
pathologic changes which have already taken place. 
Third, whatever the stage of the disease, a permanent 
cure should be effected with complete sterilization of 
the patient with respect to the spirochete. Finally, 
treatment should not cause injury to the tissues of the 
host. [:limination of reactions is an important phase 
of the problem of therapy. 

What methods are used for comparing the relative 
therapeutic potency or efficiency of specific antisyphilitic 
drugs and of their numerous preparations and of the 
various plans of administration ? 

First, there are in vitro experiments measuring 
directly the effect of the drugs on spirochetes and 
trypanosomes which are susceptible to the action of 
these metals. The in vitro experiments do not vield 
any decisive information regarding effectiveness in man 
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because the arsenobenzenes (except mapharsen) and 
the complex organic derivatives of bismuth and mer- 
cury do not exert a prompt spirocheticidal action in 
vitro in the low concentrations which are comparable 
to those obtaining in the body after their administra- 
tion. Some spirocheticidal action may be noted in low 
concentrations, but only after considerable periods of 
time have elapsed during which it may be shown that 
decomposition products of the compound may have been 
formed, as for instance arsenoxide from the arsphen- 
amines. The mode of action on the spirochetes is not 
known but it is likely that it is not due to a direct 
spirocheticidal action of the complex molecule itself. 
It is rather due to some decomposition product found 
in the body and circulating in the blood stream in low 
concentration exerting its effect over a prolonged period 
of time. The in vitro experiments do not take into 
account the role played by the tissues of the host, and 
for this reason they are not a satisfactory means of 
comparing efficiency in the treatment of syphilis. 

As for the animal experiments used for measuring 
the curative action of drugs in experimental syphilis: 
Syphilis has been transferred to the mouse, the rabbit, 
the monkey and the chimpanzee. The trouble is that in 
none of these species does the spirochete produce the 
pathologic lesions which are characteristic of late syphilis 
in man. In mice this organism produces an innocuous 
symptomiless infection without pathologic lesions of any 
sort. The mouse, however, harbors the organisms, 
which may be recovered from the brain as long as about 
a year and a half after infection, a long time in the life 
of a mouse, without their having produced any symp- 
toms or any apparent pathologic changes in the brain. 
In experimental syphilis in the rabbit, inoculation with 
the spirochete produces a primary lesion followed by 
secondary generalized involvement of the testis, lymph 
nodes, skin, eye and bone. But again no pathologic 
lesions are noted in the liver or other viscera or in the 
central nervous system, nor does the pregnant rabbit 
transmit syphilis to the fetus in utero. In view of the 
fact that preparations are frequently judged by their 
effects in rabbit syphilis, the extreme variability of its 
course under very slightly different experimental con- 
ditions is important. In some rabbits a symptomless 
infection similar to that seen in mice may even be pro- 
duced, and these variations may be responsible for some 
of the conflicting reports in the literature. In monkeys 
and apes the disease is similar to that in rabbits. In 
all these species, infection, even when symptomless, 
usually persists for the life of the animal unless treat- 
ment is given. 

All of this means that animals may be used to evalu- 
ate drugs with respect to a limited number of our objec- 
tives. They may be used to study the rapidity of 
disappearance of the spirochete and the rate of regres- 
sion of lesions in early syphilis and also to some extent 
to study toxicity. On the other hand, the permanent 
curative action or effectiveness in preventing the vas- 
cular and hepatic and nervous system lesions of late 
syphilis and the healing action on these already devel- 
oped lesions cannot now be studied in animals but only 
in man, in carefully mapped out long range studies 
extending over a period of several years in order to 
be 100 per cent sure that a permanent cure has actually 
been obtained. 

Regarding the experiments in man, several criteria 
are used in judging the therapeutic efficiency of a com- 
pound: First the symptomatology, or the clinical course 
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of the disease. Second the serologic reaction, especially 
of the blood and spinal fluid. Third the daily urinary 
excretion of the metal in the case of bismuth and mer- 
cury. The basis for this last 1s that the amount of metal 
appearing in the urine is believed proportional to the 
amount of metal circulating in the blood stream. Since 
the circulating metal rather than that stored in the 
tissues is responsible for its therapeutic effects, urinary 
excretion serves indirectly as an index of therapeutic 
efficiency. That is the theory. Urinary excretion has 
been widely studied with this in view. Sollmann and 
his co-workers found that, when the amount of mercury 
in the urine after four weeks of treatment approached 
1 mg. a day, minor toxic symptoms appeared, salivation, 
stomatitis and albuminuria. When the amount of mer- 
cury approached 2 mg. a day signs of more severe 
poisoning resulted, and all forms of treatment which 
yielded less than 0.5 mg. a day of mercury in the urine 
after four weeks of administration were found to be 
clinically ineffective in early syphilis. Bismuth is less 
toxic than mercury and Sollmann found that the amount 
of bismuth in the urine must be maintained at a mini- 
mum of about 3 mg. a day to obtain satisfactory effects 
in early syphilis. 

At present it is generally believed that better results 
are obtained when there is a continuous low level of 
excretion of the metal in the urine, as produced by the 
injection of insoluble or slowly absorbed salts, than 
when high peaks of concentration for a short period of 
time are produced, as after injection of the more 
soluble and rapidly absorbed compounds. Sollmann has 
recently recommended the simultaneous use of a soluble 
and an insoluble salt of bismuth at the beginning of 
treatment with the idea of producing promptly an initial 
high peak while at the same time building up more 
slowly the lower concentration. Such high peaks of 
concentration in the urine can be maintained for only 
short periods of course without producing toxic symp- 
toms. The significance of figures on urinary excretion 
has rather limited practical application, however. 
Urinary excretion does not directly measure any single 
factor but rather it represents a composite of several 
factors, such as the rate of absorption of the metal, 
the rate of release from the depots in the body, the rate 
of elimination by the kidneys, and I wonder whether it 
is in all instances a faithful measure of clinical efficiency. 

Is arsphenamine really more effective than neoars- 
phenamine, as is commonly stated in the textbooks? 
There is no way to obtain an answer to this question 
except by testing their relative efficiency in man, and 
the conclusions as to the superiority of arsphenamine 
over neoarsphenamine are based largely on the results 
of the American Cooperative Clinical Group. They 
studied a series of about 2,500 patients treated with 
arsphenamine in five clinics and a series of 355 cases 
of neoarsphenamine treated by private practitioners 
before the patients were admitted to the clinics. Various 
plans of treatment were used in conjunction with both 
the heavy metals. When the results were broken down 
according to the plan of treatment, it was found that 
with the so-called continuous method ultimately satis- 
factory results were obtained after arsphenamine in 
about 36 per cent of the cases and after neoarsphen- 
amine in about 20 per cent, and that relapses occurred 
in about 12 per cent after arsphenamine and in 16 per 
cent after neoarsphenamine. These are the figures that 
are commonly quoted in favor of the superiority of 
arsphenamine, and I might say that in splitting up the 
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whole series the total number of cases treated by the 
continuous method was 550 for arsphenamine and only 
79 for neoarsphenamine. When all schemes of treat- 
ment were grouped together it was found that ulti- 
mately satisfactory results were obtained in 21 per cent 
of the cases after arsphenamine and 18 per cent after 
neoarsphenamine, that relapses occurred in 27 per cent 
after arsphenamine and 27 per cent after neoarsphen- 
amine and that a reversal of the Wassermann reaction 
was secured in 76 per cent after arsphenamine as com- 
pared with 71 per cent after neoarsphenamine. When 
the two drugs were examined for serious reactions it 
was found that 22 per cent of the cases showed serious 
reactions after arsphenamine and only 13 per cent after 
neoarsphenamine. It should be noted, however, that 
ultimately there were one and one half times as many 
Wassermann fast cases in the neoarsphenamine treated 
as in the arsphenamine treated group. These statistics 
do not seem to show any tremendous superiority of 
arsphenamine over neoarsphenamine. The Cooperative 
Clinical Group also adds that, since the neoarsphen- 
amine was given under the care of the private physician, 
treatment was presumably more irregular than in the 
clinic, and “the less favorable conditions under which 
neoarsphenamine has been administered should be taken 
into account in comparing the results.” 

I want to call attention to the relative dosage of these 
two compounds. The usual doses of arsphenamine are 
about two thirds those of neoarsphenamine. Doses of 
0.6 Gm. of arsphenamine and 0.9 Gm. of neoarsphen- 
amine are said to be equivalent because the arsenic 
content is approximately the same in the two instances. 
On the other hand, the arsenic content is only one 
factor which determines therapeutic efficiency and there 
are many other factors, such as the solubility of the 
compound, the rate of penetration into the tissues, the 
rate of decomposition in the body and the rate of elimi- 
nation from the body. The arsenic content may actually 
be one of the less important factors. For instance, the 
dose of mapharsen is 0.06 Gm., which contains 0.017 
Gm. of arsenic; the customary dose of arsphenamine, 
0.6 Gm., contains 0.19 Gm. of arsenic, or approximately 
ten times as much, and yet these doses have been found 
in experimental syphilis to be equivalent in therapeutic 
potency ; in the case of tryparsamide, I might add, the 
usual dose, 3 Gm., contains 0.75 Gm. of arsenic in 
pentavalent form and in spite of the much larger 
arsenic content this compound is relatively ineffective 
in the treatment of early syphilis. The latest bulletin 
of the U. S. Public Health Service on syphilis (No. 6) 
recommends that 0.1 Gm. of arsphenamine be given for 
each 0.2 Gm. of neoarsphenamine, a ratio of 1:2 
instead of 2:3. If these relative amounts are used it 
may very well be that neoarsphenamine will prove to 
be at least as effective as arsphenamine. 

In the Oslo clinic from the years 1891 to 1910 prior 
to the introduction of arsphenamine it was not believed 
worth while to treat patients with syphilis. The clinic 
had a fairly large control series of 309 untreated 
patients, who were alive and reexamined from ten to 
twenty years after the primary infection, and these may 
be compared with the similar group of treated patients 
of the Cooperative Clinical Group observed for a cor- 
responding period. It is interesting that from ten to 
twenty years after infection in the untreated group 
50 per cent were symptom free, 36 per cent with a 
negative Wassermann reaction and 14 per cent with a 
positive Wassermann reaction, and of the treated 
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patients of the Cooperative Clinical Group 79 per cent 
were symptom free, 63 per cent with a negative Wasser- 
mann reaction as compared with 36 per cent in the 
control series, and 16 per cent with a positive Wasser- 
mann reaction. Now these figures do not tell the whole 
story because many of the lesions of late syphilis do 
not give any signs and cannot be detected on careful 
examination, and yet the tintreated patient. is neverthe- 
less probably a poorer risk and may have on the average 
a shorter span of life than the adequately treated 
patient. Specific therapy in syphilis is definitely effec- 
tive, it is a valuable procedure, and the difficulty with 
it is that so many patients discontinue or interrupt 
treatment. I have read that as high as from 70 to 80 
per cent of all patients with syphilis discontinue treat- 


ment. 


THE CLINICAL STANDPOINT 


Dr. Bruce WesstER: Syphilis, unlike many other 
conditions, has to be treated for a long time and any 
scheme of treatment falls down unless the patient is 
kept under observation. One fundamental in planning 
this therapy is to have as good a contact with the patient 
as you can possibly have at the outset of treatment. We 
follow the plan of teiling the patients during the first or 
second visit what the plan of treatment is so that they 
will not expect to stop each week. We tell them just a 
little about the reactions of treatment so that they can 
recognize them if they occur and we tell them the prog- 
nosis very early in the disease and try to point out the 
relationship between regular attendance and their prog- 
nosis. 

Dr. Stokes has said, as Dr. Travell has just men- 
tioned, that something like only 30 per cent of the 
patients starting antisyphilitic treatment go on to com- 
pletion. We have a rather better record than that so 
far. Actually we are losing at the present time only 
about 3 per cent of the patients who come in. Some of 
them lapse, but 80 per cent of them have a regular 
attendance. The other 17 per cent are brought in with 
the follow-up system. 

Any plan of treatment has to take into account the 
patient’s age, his reaction to other infections and his 
sensitivity to other drugs, because we know that certain 
individuals, for instance, people with exophthalmic 
goiter, are notoriously sensitive to a variety of chemicals. 

Lastly we must consider the condition of the patient's 
general health. It is important that a very careful 
physical examination be made and that we evaluate 
renal function, the condition of the teeth and a great 
many other things before treatment is started. 

We have in the Formulary of the New York Hospital 
a relatively simple list of antisyphilitic drugs, namely 
arsphenamine, potassium iodide, neoarsphenamine, bis- 
muth and tryparsamide. The Department of Pediatrics 
uses sulfarsphenamine in addition. Before discussing 
these drugs, | think it might be wise to say a word 
about the various categories in which the types of cases 
fall. \We divide them into early syphilis, that is primary 
and secondary syphilis; latent syphilis, in which the 
condition is recognized on the basis of a blood Wasser- 
mann reaction alone; cardiovascular syphilis; central 
nervous system syphilis with its various subdivisions, 
and lastly the smaller group of visceral syphilis and 
syphilis of the bone, the liver and so on. Now each type 
of necessity has a different plan of treatment and these 
drugs are varied accordingly. 

In early syphilis we believe, contrary to Dr. Travell, 
that arsphenamine is the drug of choice. I think 
Dr. Moore has a good discussion of that in his textbook. 
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We were surprised yesterday when Dr, Travell and I 
were going over these figures, in looking at the break- 
down of them, to see what a relatively small number of 
cases the neoarsphenamine data are based on. How- 
ever, if one discusses this problem with the majority of 
the authorities on the treatment of syphilis, men who 
have had tremendous clinical experience, I think they 
all feel very strongly that in their experience arsphen- . 
amine has been much more effective. Perhaps they are 
wrong. One of the objections to arsphenamine has, of 
course, always been the technical difficulties involved in 
its administration. As you know, it has to be neu- 
tralized at the time of injection. This has been met, 
I think, fairly successfully. 

Whatever the plan of treatment of syphilis, [I think 
it is now generally agreed that treatment has to be con- 
tinuous. The older method of intermittent treatment 
has, I think, been shown by the Cooperative Clinical 
Group to be not as effective. So, once treatment is 
started, it must be carried on continuously without rest 
periods until the end. 

The question which I am sorry Dr. Travell did not 
have time to discuss, that of drug fastness, comes in 
here. It has long been known that, if therapy is carried 
on with arsphenamine or with the heavy metals over 
long periods, it loses its effectiveness and occasionally, 
after prolonged arsphenamine treatment, cutaneous 
lesions will actually recur. This phenomenon is not 
entirely understood but we have to take it into practical 
account and therefore these drugs are given in alternate 
courses, a certain number of injections of the arsenical 
followed by a certain number of injections of heavy 
metal. \We make one exception to that, and that is in 
early syphilis. As Dr. Travell has said, the arsenic is 
excreted fairly rapidly. If a patient with primary or 
secondary syphilis is started on arsphenamine, the 
maximum amount is excreted at the end of the second 
or third day and the patient is left relatively without 
protection against the spirochete. So for the first four 
injections we combine arsphenamine and the heavy 
metal, the idea being that the heavy metal is absorbed 
more slowly and is in the patient’s body as the chemo- 
therapeutic agent when the blood level of arsenic is at 
its lowest. For that smal! period it does not produce 
drug fastness. Thus in early syphilis our plan is alter- 
nating courses of arsphenamine and bismuth, the 
courses of arsphenamine being longer at the beginning, 
with the courses of bismuth relatively short, and as the 
treatment progresses the arsphenamine courses are 
shortened and the bismuth courses are lengthened. 

Bismuth, introduced in 1922 by Levaditi, is used in 
preference to mercury for a number of reasons. First 
of all, the local reactions from injections are very much 
less. Given intramuscularly, there is no great trouble 
from the point of view of pain at the site of injection. A 
certain amount of stomatitis occurs. It is a very mild 
form and there again, with proper dental cooperation by 
having scaling of the teeth at the beginning of every 
course of bismuth, very little trouble is obtained from 
that source. The other danger is, of course, renal dam- 
age and the urine must be followed at regular intervals 
of at least every two weeks during the period of bismuth 
injections. Fortunately, there is a tendency to recover 
from the renal damage caused by the bismuth. 

In latent syphilis, the next type, we use arsphenamine 
and bismuth in this clinic. The patient is started on a 
course of heavy metal rather than on a course of 
arsenicals, so as to prevent the so-called Herxheimer 
reaction. In other places neoarsphenamine is often 
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I think it probably makes very 
of treatment are much 


used in latent syphilis. 
little difference. The courses 
the same as in early syphilis. 
In cardiovascular syphilis the problem is a little 
different. Until a few years ago I think it was the 


custom to make the diagnosis of an aortitis or aneurysm 


and watch the patient. Active treatment with arsenicals 
or with bismuth was generally frowned on. As _ the 
result of the efforts of Drs. Moore, Morgan and others 
| think there is an increasing tendency to use the 
arsenicals and bismuth for the active treatment of 
cardiovascular syphilis. They have been able to show 
that first of all relief of symptoms occurs. And sec- 
ondly, they believe that a good deal of healing occurs in 
aortitis. In cardiovascular syphilis the type of treat- 
ment depends largely on the stage of the disease. The 
patient with asymptomatic aortitis is handled very much 
as one with latent syphilis with the exception that we 
believe that arsphenamine should never be given in 
cardiovascular syphilis, although there may be a certain 
amount of mythology in this because we have coming 
to us constantly patients from other clinics who have 
been treated with arsphenamine and who have never 
had roentgenograms of the heart and the aorta. They 
have been taking arsphenamine for months, and when 
they come here we find that they have an aortitis. We 
stop this drug, but as I said before its dangers may be 
overrated. In any event it is the approved practice 
to restrict these patients to heavy metals and neoars- 
phenamine. If aortic insufficiency is present, the 
arsenical is started only after prolonged treatment 
with bismuth, and it is started in very small doses and 
gradually increased. If decompensation is present, 
arsenicals are never given until compensation is restored. 
Our plan is usually to treat these cases of cardio- 
vascular syphilis for at least two years. 

In central nervous system syphilis the problem is 
again different. ‘There the mainstay of the treatment 
is arsphenamine and a heavy metal. All patients with 
early syphilis of the central nervous system, the asymp- 
tomatic group, we put on what we call an intensified 
arsphenamine regimen. ‘That 1s, they are given injec- 
tions every five days rather than at weekly intervals. 
They are given larger doses of arsphenamine than the 
other patients and are given shorter courses of heavy 
metal in between. If the disease is progressing or if 
there are physical signs of central nervous system 
syphilis, the question of tryparsamide therapy is taken 
into consideration. Tryparsamide was developed at the 
Rockefeller Institute in 1919 and has been shown to 
have a selective value in central nervous system syphilis. 
It is a dangerous drug because of its tendency to pro- 
duce optic atrophy, and the visual fields have to be 
observed with great regularity during the administra- 
tion of this drug. We begin with small doses and 
gradually increase the dose of tryparsamide. There 
seems to be less danger of visual field damage if it is 
done in that way. Fortunately, after the patient has 
received four or five injections of this drug he usually 
is out of danger so far as reaction is concerned. It 
should be remembered that tryparsamide is a very poor 
drug from the point of view of destroying spirochetes 
in the blood stream or in cutaneous lesions and so it 
has to be supplemented very often with arsphenamine 
or with heavy metals. 

In visceral syphilis, again slight modifications are 
made. Since time immemorial potassium iodide has 
heen given in visceral syphilis. I think it is generally 
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agreed at the present time that its spirocheticidal activity 
is not very great and that its action depends primarily 
on preparing the tissues for absorption and producing 
healing in that way. It is given in large doses as an 
adjunct to arsphenamine and heavy metal therapy in 
visceral syphilis, but we give it only as an adjunct. We 
give iodides also in acute syphilitic meningitis with 
increased cell count in the spinal fluid on the basis of 
tradition only, because I happened to read this morning 
that practically none of the potassium iodide reaches the 
spinal fluid, 

Of the other drugs mercury, of course, is a time 
honored agent in the treatment of syphilis. It has been 
used for something like 450 years. Probably you all 
are aware of how it first came into use. It was used in 
the treatment of scabies. The resemblance of secondary 
syphilis to scabies suggested its use and it las proved 
to be a valuable therapeutic agent. At the present time, 
as I said previously, bismuth has less tendency to cause 
pain at the site of injection and from the point of view 
of intramuscular therapy seems to be superior. At a 
recent conference on antisyphilitic therapy it was agreed 
that mercury inunction or mercury rubs still had a place 
in the treatment of syphilis but that place was only 
when no physician was available to give intramuscular 
injections. I think it is now generally felt that the 
so-called mixed treatment by mouth, which formerly 
had a standing, has no place in the modern treatment 
of syphilis. 

Just a word about reactions. There is danger in 
antisyphilitic treatment. Actually approximately one in 
12,000 injections of arsphenamine is fatal. That is 
based on a relatively large series. However, the risk 
of the disease is very much greater, as demonstrated 
in the Oslo series. Using the greatest amount of care 
both in the technic of administration and in watching 
for reactions, this danger of treatment can be reduced. 
It is very important that before every injection is given 
the patient be very carefully questioned for signs of 
reaction from the previous treatment. Fortunately, 
most of the complications of treatment come on gradu- 
ally rather than suddenly, so that by careful questioning 
one can avoid them. 

One of the accidents of treatment, of course, is the 
so-called Herxheimer effect, that is, the killing of the 
spirochetes in the tissues produces a local reaction which 
may be characterized by fever and other severe symp- 
toms. Another one, the so-called ninth day erythema 
effect, occurs relatively commonly with the administra- 
tion of arsenicals. The mechanism of this is not known. 
There are accidents of healing, as for instance scarring 
in the region of the coronary orifices and the consequent 
production of severe symptoms in cardiovascular syphi- 
lis. The dermatitis of arsenic is another serious treat- 
ment reaction. I should like to say only this about the 
management of this condition. Since time immemorial 
sodium thiosulfate has been administered, | think on 
very scanty pharmacologic evidence. Now the tendency 
is not to administer that drug in the treatment of arsen- 
ical reactions. Apparently the recovery rate is just as 
good as when it is given. Jaundice, due to the liver 
attempting to put into play its detoxifying function and 
becoming damaged by the arsenicals, 1s another reaction 
which, fortunately, if the drug is stopped, usually does 
not cause too much damage. The important thing is 


to remember that if these reactions do occur the whole 
plan of treatment has to be altered and the patient 
shifted to another one of the antisyphilitic drugs. 
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Another tmportant thing in this whole question of the 
treatment of syphilis is to know when to stop treatment. 
I recently saw a man who had been treated for con- 
genital syphilis for eleven years at weekly intervals, 
having reactions almost every week. Based on the 
statistical studies of the Cooperative Clinical Group, 
it 1s noW customary to terminate treatment more or 
less in an empirical way. We know that, if a patient 
has had a certain number of injections, the mathematical 
chances of his having any of the late manifestations are 
very slight. So, even if the Wassermann reaction 
should remain fast, as it unfortunately does in a few 
cases, we know now that we are justifed in terminating 
treatment after a certain minimal number of injections. 

Dr. EvGenrt F. Du Bois: Those of you who spend 
most of your time in the wards may get an exaggerated 
idea of the dangers of antisyphilitic treatment. In the 
wards we see the bad results and not the good ones. 

DISCUSSION 

Dr. McKeen Cattett: I should like to ask Dr. 
Webster whether he ever employs the heavy metals by 
the mouth? Iam thinking of the bismuth preparations. 

Dr. Wepster: No, we do not. I know but little 
about that. 

Dk. TrAvELL: I wish Dr. Webster would tell us to 
what extent mapharsen is used in the clinic here and 
whether reactions to it are seen and, if so, what type 
of reactions. I have read that there have been no deaths 
from mapharsen in several million injections up to the 
present time. This compares very favorable with the 
figures for arsphenamine which he has given us. 

Dr. Wesster: I think the important thing about 
mapharsen is the fact that, whereas it is apparently a 
very good drug from the point of view of killing spiro- 
chetes in superficial lesions, no one knows its biologic 
curative value. \We shall not know that until groups 
of patients started on that form of therapy are followed 
for a number of vears. It is important, [ think, when 
any new drug of that sort is introduced, to know its 
value in preventing cardiovascular and central nervous 
system syphilis. We therefore are limiting its use in 
this clinic to patients with early syphilis who acquire 
the disease in the older age periods, that is, above 55, 
so that we are not worried about the biologic curative 
value in those older people. We are also giving it to 
patients who show reactions to the other drugs. It 
would appear that there is very much less tendency to 
produce reactions, with one exception: it does produce 
pain at the site of injection. It has to be given very 
quickly and in spite of that patients very often complain 
of a stinging pain along the course of the vein. It does 
not seem to produce thrombosis of that vein, but the 
pain is very often marked for some time. 

STUDENT: In treating cardiovascular syphilis, what 
schedule do you use? 

Dr. Wesster: I had two slides that I omitted for 
lack of time, that bear on the question. ‘They are com- 
pilations of the various tables in Dr. Moore’s “Modern 
Treatment of Syphilis” and give the outline of treat- 
ment for the various types of cardiovascular syphilis 
according to the categories which I have already out- 
lined: (a) uncomplicated aortitis, (>) aortitis with 
aneurysm or aortic regurgitation, without congestive 
failure, and (c) either of these conditions in the pres- 
ence of congestive failure. The details of treatment 
are rather elaborate, and for them I refer you to Dr, 
Moore’s book, 
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Dr. WALTER MopeLi: Silver arsphenamine has not 
been mentioned and I wondered what special value it 
might have. 

Dr. Wesster: I think it is generally in disrepute 
owing to its high reaction qualities. 

Dr. TRAVELL: I recall a report in which it is said 
that it has produced argyria in 4 per cent of the cases. 
There have not been any deaths from arsphenamine in 
the clinic here, have there? 

Dr. Wesster: No. 

Dr. TRAVELL: How about severe arsenical reac- 
tions? 

Dr. WessTeR: We have had in all five cases of 
arsenical dermatitis during our clinic’s existence, and 
we have had, I think, three cases of jaundice or hepa- 
titis during the same period. 

STUDENT: What is the argument for sulfarsphen- 
amine ? 

Dr. Wesster: The Department of Pediatrics uses 
it because it can be given intramuscularly in small chil- 
dren when they cannot get into the veins. I think that 
is the only argument for its use. The incidence of 
reactions 1s moderately high from it and in adult syph- 
ilis it is generally not considered a favorable drug. 

Dr. Harry GoLtp: Do you pursue the plan of treat- 
ing known cases of cardiovascular syphilis with 
arsenicals ? 

Dr. WepsteR: Not arsphenamine. 

Dr. GoLtp: But you do treat them with neoarsphen- 
amine ? 

Dr. WEBSTER: Yes, 

Dr. Gotp: How large a dose? 

Dr. Wenster: It depends on the category again. 
The decompensated group is given arsenicals only after 
compensation is restored. The aortic insufficiency group 
is given a long course of heavy metals, followed by 
increasing doses of neoarsphenamine. ‘The asympto- 
matic group is treated very much as are the patients 
with latent syphilis, beginning on bismuth and giving 
full doses of neoarsphenamine. It is all summarized 
in the tables in Dr. Moore's book, referred to a minute 
ago. 

STUDENT: Do you use arsphenamine or neoarsphen- 
amine for visceral syphilis? 

Dr. WessTeR: We use arsphenamine if there is no 
contraindication in the way of cardiovascular syphilis. 
We use arsphenamine in the clinic entirely with the 
exception of cardiovascular syphilis, patients who show 
reactions to it and, of course, the other cases in which 
tryparsamide is used. We also employ it as the drug 
of choice in syphilis in pregnancy. 

Dr. Du Bots: In conclusion [ should like to remind 
you that about thirty years ago word was spread around 
that a new drug, 606, would cure syphilis with one dose. 

Dr. WessteR: You might be interested to know 
that we have at the moment three men in the clinic 
who were “cured” in that way. One of them was 
treated just at the time that Ehrlich produced the drug, 
either by [Ehrlich or by one of his associates. 

Dr. TRAVELL: For how long were they “cured”? 

Dr. Wesster: They are all being treated for neuro- 
syphilis now. 

Dr. Du Bois: The point is that even after thirty 
years of study of this drug we are still learning a great 
deal about it, and that is chiefly due to the chronic 
nature of syphilis. 
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THE NONPROPRIETARY NAME “CEVI- 
TAMIC ACID” ABANDONED FOR 
“ASCORBIC ACID” 

It is one of the cardinal principles of the Council on Pharmacy 
and Chemistry not to accept products having therapeutically 
suggestive names. The Official Rules of the Council provide 
that ‘names which carry the suggestion of a therapeutic indica- 
tion, pathologic condition, disease, or organism causing a disease 
shall be considered therapeutically suggestive. Articles bearing 
such names will not be accepted for New and Nonofficial Reme- 
dies, because they are likely to lead physicians into prescribing 
names instead of remedies, and because they tend to encourage 
unwarranted self medication by the laity. Even if the name is 
at first apparently meaningless to the public, its meaning will 
soon be understood because patients soon learn the technical 
names applied to their diseases and symptoms.” 

The Council's function in reference to nomenclature is simply 
an outgrowth of its purpose: to pass on drugs. In doing so it 
must have a set of rules, one of which is that cited above. The 
Council would prefer that the discoverer of a substance coined 
its name; but when men who are working with products in 
which their interest is largely therapeutic forget or ignore the 
rule against therapeutically suggestive names, the Council finds 
itself in a position of being forced to coin a suitable nonproprie- 
tary name. Such an instance is that of crystalline vitamin C iso- 
lated by Szent-Gyodrgyi and introduced as “ascorbic acid.” Because 
the substance was not subject to product patent it was necessary 
to have a nonproprietary designation which would not conflict 
with the rules of the Council against therapeutically suggestive 
names. Although the term “ascorbic acid” had been used in the 
literature, the Council felt that it could not recognize this term 
because it conflicted with its rules. It is not as objectionable in 
degree as some other therapeutically suggestive terms; how- 
ever, the acceptance of such a term presented the problem that 
it would serve as a precedent which would be embarrassing to 
the Counci! in future decisions on such names. The Council, 
therefore, coined the name “cevitamic acid” at the time when 
Merck & Company submitted the product. Announcement of 
this appeared in THe Journat, Jan. 12, 1935, page 121. 

After the publication of this announcement, objections to the 
term “cevitamic acid” were received from several biochemists, 
the two chief criticisms being the perpetuation of the term vita- 
min and the fact that the word “cevitamic acid” may connote 
nitrogen when, in reality, no nitrogen is present. In accordance 
with its usual procedure, the Council considered these protests 
and as a result it voted to reconsider the name “cevitamic acid” 
and directed the Secretary to consult a number of the outstand- 
ing biochemists whose opinion would be considered valuable 
for suggestions as to a suitable name for this preparation. From 
the replies that were received, it appeared that the correspon- 
dents prefer the name “ascorbic acid” and that the sentiment 
of a number of them: is strongly against “cevitamic acid.” As 
to the suggestion of adopting another name acceptable to all 
the interested parties, many of the biochemists believed that the 
term “ascorbic acid” has attained so much of a start that it 
would not be practicable to abolish it. 

Consequently, at the 1938 annual meeting of the Council on 
Pharmacy and Chemistry the status of the nomenclature was 
reviewed. As a result of the discussion that ensued the Council 
voted that communications be addressed to the American Society 
of Biological Chemists and the American Chemical Society ask- 
ing these organizations whether they would be willing to adopt 
the suggestion of the Council to recognize the term “ascorbic 
acid” with the distinct understanding that this is not to be con- 
sidered a precedent so far as therapeutically suggestive names 
are concerned and that this is to be considered a concession on 
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the part of the Council, made because it is apparent that the 
members of the societies did not understand at that time the 
fundamental reason of the Council’s rule against therapeutically 
suggestive names. The nomenclature groups of both the Ameri- 
can Society of Biological Chemists and the American Chemical 
Society have indicated their approval of the conditions under 
which the Council consents to revert to the term “ascorbic acid.” 
The Council, therefore, voted to abandon the use of the term 
“cevitamic acid” as the official N. N. R. term in favor of 
“ascorbic acid,” with the understanding that the term cevitamic 
acid is to be included as a synonym to follow ascorbic acid, 
and with the distinct understanding that this action is not to 
be a precedent so far as therapeutically suggestive names are 
concerned. 
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THE LOSS OF VITAMIN C IN ORANGE 
JUICE ON STANDING 

In connection with the consideration of the product known 
as V-C-B (Tue JourNAt, this issue, page 2421) the Council 
found it necessary to evaluate evidence in support of the com- 
mon assumption that orange juice may lose considerable vita- 
min C on standing in the refrigerator. The claim has been made 
that orange juice diluted with V-C-B solution retains its vita- 
min C concentration much better than orange juice diluted with 
water. In support of this contention the firm provided results 
of tests of the vitamin C content as determined by chemical 
titration of a number of solutions at different intervals of time. 
These experiments purported to show that fresh orange juice 
lost 23 per cent of its vitamin C potency on standing in the 
refrigerator for twenty-four hours and 34 per cent on standing 
at room temperature for the same length of time. A mixture 
of fresh orange juice with an equal volume of tap water lost 
more than 50 per cent of its vitamin C potency on standing in 
a refrigerator for twenty-four hours, whereas a mixture of 
equal parts of fresh orange juice and vitamin C Beverage 
retained more than 90 per cent of its potency when kept in the 
refrigerator. These results are interpreted as evidence in favor 
of the claim that V-C-B is an aid in preventing the oxidation 
of the vitamin C of natural fruit juices. 

Experiments performed at the Connecticut Agricultural 
Experiment Station at the request of the Council do not support 
this claim. To test the effect of time on the vitamin C content 
of orange juice and other beverages in question, several solu- 
tions were prepared. Fresh orange juice was prepared from 
Florida oranges by reaming and straining through cheese cloth. 
Titration of the fresh juice showed 0.37 mg. of ascorbic acid 
per cubic centimeter. A V-C-B solution was prepared with a 
concentration of 10.49 Gm. of the dry base per hundred cubic 
cenimeters of solution, which is equivalent to 34% ounces of 
the powder per quart, the concentration suggested by the firm. 
Dilutions of equal parts of orange juice and the V-C-B solution, 
orange juice and water, and V-C-B solution and water were 
titrated immediately with 2-6 dichlorophenolindophenol, accord- 
ing to the method of Bessey and King,! and then divided into 
two parts, one of which was placed in the refrigerator and the 
other allowed to stand at room temperature, in stoppered flasks. 
At hourly intervals each solution was titrated. All titrations 
were made in duplicate. The average values are recorded in 
the table. From the values recorded in the table it may be 
seen that there was a slight increase in the apparent vitamin C 
activity as determined by titration of fresh orange juice on 
standing for a short time. This phenomenon has been observed 
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1. Bessey, O. A., and King, C. G.: 
Plant and Animal Tissues and Its Determination, J. Biol. 
687 (Dec.) 1933. 
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by others and has been explained by the hypothesis that there 
is an initial liberation of vitamin C from some inactive precursor 
when foods are allowed to stand. 

These experiments show that fresh orange juice, under the 
conditions of the experiment, retained 97.6 per cent of its vita- 
min C activity after twenty-four hours in the refrigerator. It 
is possible, of course, that if the juice should be permitted to 
have greater access to the air, as would be done by leaving it 
in an unstoppered container, a greater loss of vitamin C activity 
would occur. Daniel, Kennedy and Munsell 2? found that orange 
juice which had stood about six hours lost approximately 10 per 
cent of its ascorbic acid. They also found a diminution in the 
ascorbic acid concentration of tomato juice on standing, amount- 
ing to a loss of about 40 per cent on standing from three to 
feur days. Mack, Fellers, Maclinn and Bean ® found that recon- 
stituted orange beverages rapidly lost vitamin C on standing at 
room temperature and lost from 15 to 30 per cent of their 
vitamin C on standing in the refrigerator for about one day. 
In the present experiments it was found that V-C-B solution 
diluted with an equal volume of water lost nearly all of its 


Destruction of Vitamin C in Different Solutions on Standing 


Orange Juice V-C-BSolution Orange Juice 


Fresh Diluted with Diluted with plus V-C-B 

Orange Equal Volume of Equal Volume Solution, 
Juice Distilled Water of Water 1:1 

Time, Ascorbie Acid, Ascorbic Acid, Ascorbic Acid, Aseorbie Aeid, 
Hours Meg. per Ce. Mg. per Ce. Mg. per Ce. Mg. per Ce. 
Room Temperature 
0 0.37 0.191 0.239 0.436 
1 0.382 0.196 0.224 0.430 
2 0.383 0.195 0.212 0.428 
3 0.380 0.191 0.195 0.431 
4 0.588 0.196 0.184 0.427 
5 0.377 0.191 0.178 0.424 
6 0.374 0.186 0.166 0.414 
7 0.365 0.189 0.156 0.415 
24 0.353 0.165 0.060 0.388 
Refrigerator 

0 0.374 0.191 0.239 0.436 
1 0.376 0.196 0.224 0.434 
2 0.376 0.196 0.226 0.435 
8 0.376 0.197 0.217 0,435 
4 0.381 0.195 0.215 0.433 
5 0.3883 0.196 0.219 0.423 
6 0.364 0.194 0.207 0.421 
7 0.566 0.193 0.208 0.421 
24 0.365 0.104 0.176 0.424 


activity when standing at room temperature and lost consider- 
able vitamin C potency on standing in the refrigerator. When 
mixed with an equal volume of orange juice, the mixture retained 
its activity fairly well. The results show conclusively that the 
only mutual effect of fresh orange juice and V-C-B solution 
on each other is that the orange juice retards the loss of vita- 
min C in V-C-B. 

The chemists of Hilker and Bletsch found that only 76.5 per 
cent of the original vitamin C activity was left after the orange 
juice had stood for twenty-four hours in a refrigerator. The 
greater rate of decomposition of orange juice-water mixtures 
as obtained by the Hilker and Bletsch chemists may 
explained by the fact that they used Cincinnati tap water for 
purposes of dilution. The well known catalytic effect of copper 
on the destruction of yitamin C might account for the difference, 
on the assumption that the tap water contained traces of the 
metal and that distilled water did not. The evidence, however, 
does not support the firm’s original contention that V-C-B 
solution “stabilizes” the vitamin C of fruit juices but, on the 
contrary, indicates that the reverse is true. 

It may be concluded from available evidence that fresh orange 
juice loses very little vitamin C potency on standing in the 
refrigerator, especially if protected from the air. It is also 
clear that solutions prepared from crystalline ascorbic acid may 
lose considerable vitamin C potency under the same conditions. 


2. Daniel, Esther P.; Kennedy, Mary H., and Munsell, Hazel E.: 
Relative Vitamin Cc Conten t of Orange and Tomato Juices Determined 
and Biologically, J. Home Econ, 28: 470 (Sept.) 1936. 

. Mack, M. J.; Fellers, C. R.; Maclinn, W. A., and Bean, D. A.: 
Vitem min C Content of Dairy Orange Beverages, Food Research 1: 223 
(May-June) 1936. 


ON FOODS 


2421 


ACCEPTED FOODS 


THE FOLLOWING PRODUCTS HAVE BEEN ACCEPTED BY THE COUNCIL 
ON Foops OF THE AMERICAN MEDICAL ASSOCIATION AND WILL BE LISTED 
IN THE BGOK OF ACCEPTED FOODS TO BE PUBLISHED, 


FRANKLIN C, BinG, Secretary. 


V-C-B (VITAMIN C BEVERAGE BASE) 

Manufacturer —Hiiker & Bletsch Company, Cincinnati and 
Chicago. 

Description—Powdered mixture of sucrose, dextrose, concen- 
trated orange juice, citric acid, ascorbic acid, oil of orange and 
certified color. 

Manufacture.—Dextrose is dehydrated; concentrated orange 
juice, oil of orange and citric acid are added. This material in 
the form of a dry powder is then mixed with the bulk of the 
sucrose. To the remainder of the sucrose are added ascorbic 
acid and certified color. The two mixtures are combined, tested 
for equal distribution of ascorbic acid and color, packed in air- 
tight cans and labeled. 

Analysis (submitted by manufacturer).—Moisture 2.0%, total 
solids 98.0%, ash 0.1%, protein (N x 6.25) 0.1%, crude fiber 
0.03%, carbohydrates (by difference) 97.8%, acidity 2.04%, 
ascorbic acid 0.36%. 

Calories —3.9 per gram; 111 per ounce. 

Vitamins.—3,000 mg. of ascorbic acid (63,000 international 
units of vitamin C) added for every 28 ounces of powdere 
mixture. 


CRADLE BABY BRAND STRAINED AND 
SEEDLESS PRUNE JAM 

Manufacturer.—Glaser, Crandell Company, Chicago. 

Description —Canned strained prune jam sweetened with 
sucrose. The jam may contain small amounts of added acid 
or pectin or both. 

Manufacture-—The same as that described for Cradle Baby 
Brand Strained and Seedless Fig Jam (Tue JourNaL, March 18, 
1939, p. 1071). 

Analysis (submitted by manufacturer).—Moisture 30.0%, total 
solids 70.0%, water insoluble solids 1.7%, water soluble solids 
68.3%, pay 0.7%, protein (N x 6.25) 0.7%, crude fiber 0.5% Te, 
carbohydrates other than crude fiber (by difference) 67.5%, 
acidity 0.6% 

Calories.—2.73 per gram; 78 per ounce. 


CELLU BRAND APPLE JUICE 
Distributor.—Chicago Dietetic Supply House, Inc., Chicago. 
Description.—Canned apple juice packed without added sugar. 
Manufacture.—The juice is expressed from that portion of the 

apple which is not used for the preparation of Cellu Brand 
canned Apple Rings (THe JourNnat, Sept. 17, 1938, p. 1101). 
The juice is strained and filled into cans; the cans are vacuum 
sealed and heat processed. The spray residue on the apples 
used is kept within the federal tolerance. 

Analysis (submitted by manufacturer ).—Moisture 88.5%, total 
solids 11.5%, ash 0.1%, fat (ether extract) 0.2%, protein 
(N x 6.25) 0.04%, reducing sugar as invert 6.2%, sucrose (by 
copper reduction) 3.6%, crude fiber 0.0%, carbohydrates (by 
difference) 11.2%. 


Calories —0.47 per gram; 13 per ounce. 


MILLER’S BRAND EGG NOODLES 
Manufacturer —Miller’s Food Products, Inc., Los Angeles. 
Description—Egg noodles prepared from hard wheat flour, 

water, egg yolks and salt. 

Manufacture-—The ingredients in formula proportions are 
mixed, mechanically kneaded, rolled and cut. The cut noodles 
are dried and packed. 

Analysis (submitted by manufacturer).—Moisture 11.8%, total 
solids 88.2%, ash 1.6%, fat (ether extract) 4.3%, protein 
(N xX 6.28) 13.5%, crude fiber 0.4%, carbohydrates other than. 
crude fiber (by difference) 68.4%, lipoid phosphoric acid anhy- 
drous (P2O;) (dry basis) 0.153%, total phosphoric acid anhy- 
drous (P:0;) (dry basis) 0.443%, estimated egg solids (dry 
basis) 8.3%. 

Calories.—3.06 per gram; 104 per ounce. 
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SUBDURAL HEMATOMA 

In 1925 Putnam and Cushing! called attention te 
the striking differences between the mechanism of pro- 
duction and process of organization of the posttraumatic 
extradural hemorrhage and subsequent clot and the 
same factors in the subdural hematoma. The rare 
occurrence of subdural hematoma after skull fractures 
or after intracranial osteoplastic explorations, as well 
as its delayed reaction to trauma, suggests to them some 
individual predisposition of the meninges favorable to 
the subdural seepage of the blood. Kunkel and Dandy * 
have recently stressed certain peculiarities in the pathol- 
ogy of subdural hematoma. The clot does not organize 
evenly throughout. There may be a large collection 
of dark fluid blood with a few soft brownish yellow 
clots. The fluid blood when left standing in a test 
tube will not clot. The outer membrane is always thick 
New vascular channels 


and is attached to the dura. 
from the dura connect with newly formed blood spaces 
in the membrane. The inner membrane is thin, trans- 
parent and avascular and lies loosely on the pia- 
The clot has frequently a laminated 
Putnam believes that neither the laminated 
appearance nor the presence of well preserved red blood 
cells in the clot constitutes an argument for successive 
The more or less uniform localization 


arachnoid. 
appearance. 


hemorrhages. 
of the hematoma and the absence of any signs of injury 
to the underlying brain are among other characteristic 
features. ‘The source of hemorrhage is probably a torn 
pial vein or a torn sinus. Kunkel and Dandy were not 
able to ascertain the source of hemorrhage in any of 
their cases. 

While the microscopic appearance of the membrane 
in pachymeningitis haemorrhagica interna of Virchow 
and in traumatic subdural hematoma is similar, Kunkel 
and Dandy point out that both the etiology and the 
gross appearance are at variance. Virchow’s pachy- 
meningitis haemorrhagica is a condition seen at necrop- 
sies on elderly decrepit persons with histories of 


1. Putnam, Tracy J., and Cushing, Harvey: Chronic Subdural 
Hematoma: Its Pathology, Its Relation to Pachymeningitis Haemorrhagica 
and Its Surgical Treatment, Arch. Surg. 11: 329 (Sept.) 1925. 

2. Kunkel, Paul A., and Dandy, Walter E.: Subdural Hematoma: 
Diagnosis and Treatment, Arch. Surg. 38: 24 (Jan.) 1939. 
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insanity, chronic alcoholism or syphilis. Virchow put 
forth the theory that in these cases the dura becomes 
chronically inflamed, as a result of which there is a 
pouring out of fibrin and blood-tinged fluid. The lesion 
itself is a solid thick membrane with little or no blood, 
whereas a subdural hematoma possesses thin mem- 
branes and a large volume of blood. 

Subdural hematoma is important because it is not 
nearly as infrequent as was formerly held. It can be 
diagnosed early, and timely surgical intervention almost 
invariably results in a cure. The traumatic origin of 
the lesion is now generally accepted. In cases without 
such a history it is felt that trauma may be trivial and 
therefore forgotten by the patient. The clinical and 
operative observations in such cases are identical with 
those in which there is a definite history of trauma. 
Spontaneous disappearance of a subdural hematoma is 
highly improbable. Unless relieved by operative inter- 
vention the patient would succumb to the effects of 
increased intracranial pressure long before there could 
be much absorption of the blood. 

In Kunkel and Dandy’s series of surgical cases at 
the Johns Hopkins Hespital between 1914 and 1935 
there were forty adults, six minors and two infants. 
The symptoms are essentially those of increased intra- 
cranial pressure. Qn the basis of an analysis of forty- 
four cases Jelsma ® lists, as most important and constant, 
latent period, lucid interval, headaches, mental changes, 
drowsiness, motor disturbances, change in reflexes, dis- 
turbances of the cranial nerves, remission of symptoms 
Among less important are 


and coma. 


vomiting, nystagmus, sensory disturbances, variation in 


syinptoms 


temperature, pulse respiration, abnormal fundi, 
xanthochromic spinal fluid and leukocytosis. The latent 
period may last from a few days to several years. The 
average duration is about twenty-five days, while the 
average for the lucid interval is probably ten days 
longer. Wunkel and Dandy state that in 33.2 per cent 
of their cases there were no positive localizing neuro- 
logic signs, that 40.3 per cent possessed them in part, 
and that 6.7 per cent had neurologic signs referable to 
the uninvolved hemisphere. A presumptve diagnosis 
of subdural hematoma was made in their series in only 
twelve cases (23.3 per cent). The diagnosis is difficult 
because symptoms in no way differ from those produced 
by any intracranial space occupying lesion. In the 
presence of history of trauma to the head followed by 
syinptoms suggestive of hematoma, trephining or mak- 
ing burr holes, preferably on both sides, are indicated 
for diagnostic purposes. Kunkel and Dandy would add 
ventriculographic study in cases yielding negative 
results. The choice of operation seems to be the reflec- 
tion of a small osteoplastic flap with the removal of 
the hematoma. Of the forty-eight patients operated on, 
forty-six cures are reported. Here clinical research 
again demonstrates its value for medical progress. 


3. Jelsma, Franklin: Traumatic Subdural Hematoma: Summary and 
Analysis of Forty-Two Cases Collected from the Literature, with Report 
of Two Additional Cases, Arch. Surg. 21:128 (July) 1930. 
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WHAT’S IN A NAME? 
Ask the advertiser—he knows! The scientific dis- 
coverer who is not primarily interested in advertising 
sometimes finds a name for his discovery that packs an 
unintended punch. Indeed, the genius who invents a 
substance sometimes is more baffled by the problem of 
inventing a name than by the intricacies of discovery. 
For substances with therapeutic actions, a name that 
Cesignates this action or use seems to be a convenient 
short cut out of the difficulty. Unfortunately this path 
has been taken by nostrum makers and quacks so long 
and so often that it has become a highway of quackery. 
The inventor who takes this path may come to be classed 
with the company that he keeps. The intention may 
be different, but the effects do not depend on the inten- 
tions. “Pink Pills for Pale People” is more obvious 
to people than “Hematogen,” but only for a while. 
Certainly doctors soon realize the significance of such 
names as “ascorbic acid, aneurin,” “vaso- 
pressin,” “klotogen” or even “ergometrine.” Not all 
of these preparations are likely to be used for indis- 


99 666 


calciferol, 


criminate self medication, but physicians may easily be 


misled by the overemphasis on the one action and use 
which the name suggests, to the neglect of the limita- 
tions of that action. ; 

Another “easy way” of misusing names 1s the use 
of numbers or the letters of the alphabet. This method 
was popular for “Thompsonian number —” and “ 
phrey’s Homeopathic Specific, numbers — and —” and 
also in many catalogues of drug houses and in old hos- 
pital dispensaries. Most physicians now realize that 
such designations are dangerous, first because they are 
easily confused and second because they tend to sche- 
matization and thus to obstruct scientifically critical 
thinking. 

There are a few exceptions to these objections, 
conspicuously in the case of specific serums and vac- 
cines, just because they are truly specific. In the case 
of an endocrine organ which includes several principles 
with different actions it may be advisable to differ- 
entiate by designating the actions until other properties 
may be utilized. In the case of vitamins the alpha- 
betical designations were introduced and tolerated as a 
temporary expedient. Now they have become so 
entrenched that it will take years to displace them, 
though a determined effort is being made to substitute 
the substances become 


available. 


chemical names as the pure 
These seemingly justified exceptions illus- 
trate the difficulty of temporary compromises. It 1s 
difficult to kill a name once it has struck root. [f it 1s 
displaced, confusion follows and the scientific literature 
Much better and much 
The Council on 


is encumbered for many years. 
easier is avoidance of a false start. 
Pharmacy and Chemistry has no wish to invent names, 
although it must sometimes do so. It is glad to be of 
help, to give an opinion about contemplated names in 


their relation to its rules. It has established contact 
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with the nomenclature committees of the American 
Society of Biological Chemists and the American Chem- 
ical Society. The Council may be addressed in care 
of Secretary, Council on Pharmacy and Chemistry, 
American Medical Association, 535 North Dearborn 
Street, Chicago. It is suggested that the best time to 
initiate consultation is before the name is finally adopted. 


THE CASE OF BRUNSON V. FISHBEIN 

On Friday June 2 in the Federal Court at El Paso, 
Texas, Judge Boynton instructed a jury which was 
hearing the case of Brinson v. Fishbein to bring in a 
verdict in behalt of the defendant. In this case the 
plaintiff, Dr. Asa Brunson, who was treating tubercu- 
losis with inhalations of a secret preparation, felt that 
he had been damaged because of a telegram sent by 
Dr. Fishbein to DeWitt Wallace, editor of the Reader's 
Digest. In January 1938 Mary Rose Bradford, wife 
of Roark Bradford, well known author, sent DeWitt 
Wallace a telegram asking whether or not he would 
be interested in an article dealing with the work of 
Asa Brunson, claiming that Brunson had cured more 
than 3,000 cases of tuberculosis and that he may be a 
second Pasteur. Mr. Wallace forwarded the inquiry to 
Dr. Fishbein, who tetegraphed in reply that Dr. Hruby 
of the Chicago Municipal Tuberculosis Sanitarium had 
investigated the Holderness-Brunson treatment in 1921 
and quoted from an article bearing Dr. Hruby’s name 
which appeared in the Chicago Herald and Examiner 
stating that the method was a dangerous fake. To this 
quotation Dr. Fishbein added the statement that simi- 
lar treatments tried elsewhere have also failed. 

In defense of the case the American 
Association produced testimony by three 
Schoetfel of the American Medical Association’s Chem- 
ical Laboratory, Harris of the University of Oklahoma 
at Norman, Okla., and Muehlberger, chemist and 
toxicologist for the coroner's office and the Cook County 
Hospital, all of whom stated that an analysis of the 
product used by Brunson revealed that it contained 
approximately 95 per cent liquid petrolatum, 3 per cent 
15 per cent mint camphor or 


Medical 
chemists, 


oil of eucalyptus, 
menthol, and traces of pine oil and thymol. The Amer- 
ican Medical Association also produced evidence 
death certificates of a considerable number of persons 
whose testimonials were being circulated by Brunson 
as being cured of the disease by his treatment, the 
death certificates indicating in each instance that the 
patients had died of tuberculosis. Moreover, testimony 
relative to the nature of the disease and methods of 
treatment was supplied by Drs. Allan J. Hruby, Chi- 
Moorman, Oklahoma City; Samuel I. 
Corper, Denver, and 


cago; L. J. 
Watson, Tucson, Ariz.; H. J. 
QO, Egbert, Paso, Texas. 
ciation was prepared to offer Dr. H. S. Randolph of 
Phoenix, Ariz., and Dr. R. B. Homan of It] Paso and 
There appeared also on 


In addition the -\sso- 


a vast number of depositions. 
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the stand on behalf of the American Medical Association 
Drs. Felix P. Miller of El Paso and Dr. Morris Fish- 
bein. In behalf of the plaintiff, Asa Brunson, there 
appeared only himself. 

Because of the great educational value of the testi- 
mony in this case and particularly because of the 
tremendous interest aroused by the publication of the 
testimony in the case of Brinkley v. Fishbein, it is 
proposed within the next few weeks to publish also 
an abstract of the testimony in the Brunson case. The 
decision was not only a victory for the American Medi- 
cal Association in its campaign to protect the public 
against nostrums and unestablished remedies for serious 
diseases but also a notable victory for scientific medicine 
in relationship to the diagnosis and treatment of tuber- 
culosis. The educational value of the trial was 
incalculably great. Many persons attended the various 
sessions; the testimony itself will be widely quoted 
because of its concise presentation of the present status 
of our knowledge of tuberculosis. 


Current Comment 


LOCAL INTESTINAL IMMUNITY 


In order to test the possibility of an acquired local 
intestinal immunity, Torikata and Imaizumi! admin- 
istered daily doses of heat-killed colon bacilli to guinea 
pigs, with control immunizations of other groups by 
routine subcutaneous methods. Ten days after the final 
administration of this vaccine, serums were withdrawn 
from each group of animals and expressed tissue juices 
(presssafte) prepared from the intestinal walls. Con- 
trol serums and tissue juices were prepared from non- 
vaccinated guinea pigs. ‘Titrations of the serums and 
tissue juices thus obtained showed an 80 to 100 per 
cent increase in the opsonic titer of the intestinal tissues 
as a result of the oral vaccine but only a 10 to 20 per 
cent increase in the opsonic titer of the blood serum. 
Animals immunized by the routine subcutaneous method 
showed in contrast a 76 to 100 per cent increase in 
the opsonic index of the blood stream, with less than 
half of that percentage increase in the intestinal tissues. 
The Japanese immunologists conclude from these data 
that oral immunization with heat-killed B. coli is effec- 
tive in rendering the intestinal tract refractory to homol- 
ogous infections long before an effective humoral or 
somatic immunity is produced. Previous investigators 
have concluded from clinical evidence that, even though 
nonviable oral vaccines may not be demonstrably effec- 
tive in producing specific agglutinins 1n the blood serum, 
they do produce a “tissue preparedness” for subsequent 
immunization. While most professional immunologists 
are skeptical of conclusions drawn from opsonic titra- 
tions owing to the numerous sources of error in such 
tests, the data reported by Torikata and Imaizumi 
encourage the continued examination of evidence rela- 
tive to the route of administration of vaccines. 


1. Torikata, R., and Imaizumi, M.: Ztschr. f. Immunitatsforsch. 94: 
342 (Nov.) 1938. 


STUDIES ON RHEUMATIC FEVER 


Recent studies on rheumatic fever by Schultz and 
Rose! have yielded facts with suggestive diagnostic 
implications. Determination of the glutathione content 
of erythrocytes and of the catalytic potency of the blood 
in rheumatic fever as well as an investigation of the 
dextrose tolerance curves of persons with this disease 
did not yield particularly striking results. An inves- 
tigation of the novel formol-gel reaction of Gaté and 
Papacostas ? in a number of febrile diseases with par- 
ticular reference to rheumatic fever, however, led to 
interesting observations. In patients with various 
febrile diseases it was ‘found that, in general, a parallel 
was demonstrable between the erythrocyte sedimenta- 
tion rate and the results of the formol-gel reaction, the 
incidence of positive gel reactions varying directly with 
acceleration of the sedimentation rate. In patients with 
rheumatic carditis, however, negative formol-gel reac- 
tions were often observed early in the disease, although 
at the same time the sedimentation rate was rapid. 
Later, on development of active carditis, a positive gel 
reaction was frequently observed even in cases in which 
the initially high erythrocyte sedimentation rate had 
declined. The experimental observations on a number 
of patients with rheumatic fever indicate that a strongly 
positive gelation reaction in children, or in adults in 
the absence of arthritis, is suggestive of active carditis. 
Persistently negative reactions, however, although asso- 
ciated with an accelerated erythrocyte sedimentation 
rate, indicate that severe carditis probably is not 
present. From these observations it would appear 
that the formol-gel reaction may be a valuable addi- 
tional aid in the diagnosis of active rheumatic carditis 
in patients suffering from rheumatic fever. 


HEARINGS ON THE WAGNER 
HEALTH BILL 

In this issue of THE JouRNAL appear abstracts and 
condensations of hearings on the Wagner Health Bill 
held before the subcommittee of the Committee on Edu- 
cation and Labor of the United States Senate on Thurs- 
day, May 25. In Tue JourNnat for next week and 
subsequently thereto will be published further abstracts 
and condensations of such hearings. The facts brought 
out appear to be of the utmost importance to the medical 
profession and indeed to all the people of this country. 
About June 1, Senator Murray of Montana, who is 
chairman of the subcommittee, is reported to have said 
officially that the hearings on this bill will continue 
throughout the present session of Congress and that it 
was not likely that either the Wagner bill or any 
modification of the Wagner bill would be reported out 
of the committee during the present session. The sub- 
committee of the United States Senate appeared greatly 
impressed with the data presented by the American 
Medical Association and requested much additional 
material, which should certainly have considerable effect 
in determining the attitude of the Senate toward this 
legislation. 


1. Schultz, M. P., and Rose, E. J.: Pub. Health Rep. 54: 248 (Feb. 
17), 343 (March 3) 1939. Schultz, M. P., ibid. 54: 264 (Feb. 17), 305 
(Feb. 24) 1939. 

2. Gaté and Papacostas: Compt. rend, Soc. de biol. 83: 1432, 1920. 
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ORGANIZATION SECTION 


ABSTRACT OF HEARINGS ON 


THE WAGNER HEALTH BILL 


The subcommittee of the Committee on Education and Labor 
of the United States Senate met, pursuant to adjournment, in 
room 357 of the Senate Office Building, Washington, D. C., at 
10 a. m., May 25, Senator James E. Murray presiding. Present 
were Senators Murray (chairman), Ellender, Taft and Holt. 
Also present were Senators Wagner and Holman, 


STATEMENT BY DR. ROCK SLEYSTER 


Dr. Rock Sleyster:—Mr. Chairman, and members of the com- 
mittee : 

1 am speaking as the President of the American Medical 
Association. This organization now includes in its member- 
ship 113,113 practicing physicians out of a possible 145,000 prac- 
ticing physicians in the United States. 

We come to you with a statement relative to legislation that 
you have under consideration. This statement was adopted at 
St. Louis last week at our annual session of our House of 
Delegates, a session which was attended by 7,500 members of 
our organization. The House of Delegates of the American 
Medical Association is the policy-forming body of our Asso- 
ciation. It is democratically elected by the Houses of Dele- 
gates of the various state medical associations, and they in turn 
are elected by the delegates of some 2,000 county medical 
societies. 

The American Medical Association has a headquarters build- 
ing in Chicago with some 600 employees. 

Among the various activities, there is a Bureau of Medical 
Economics that has been busy for some years assembling factual 
data on everything that pertains to the care of the sick. We 
have there the largest amount of information on physicians, 
hospitals, medical schools, laboratories, in fact, any institution 
which pertains to sickness, that is available anywhere; in fact, 
at the time of the World War the Medical Department of the 
United States Army came to us for assistance, which we very 
gladly and willingly gave, and it resulted in 45,000 medical phy- 
sicians entering the service in the army, the navy, the United 
States Public Health Service, the selective draft boards, and 
so on. 

The Association has constantly offered to governmental 
agencies our full cooperation in everything that we might do 
in meeting these problems and has offered freely of its facilities 
at all times. I do not think that anybody would be more inter- 
ested at this time in helping with preventive medicine where 
need can be shown and where need is available. 

We come to you today offering our cooperation and all of our 
facilities and our advice. 

At this point, Mr. Chairman, I would like to introduce to you 
Dr. Edward Cary, Past President of our organization and 
chairman of our legislative committee. 


STATEMENT BY DR. WALTER DONALDSON 

Dr. Edward Cary, Chairman of the Legislative Committee of 
the American Medical Association :—Following the National 
Health Conference in July 1938 the House of Delegates of the 
American Medical Association met in special session in Chicago 
Dec. 15, 1938. At that time the Interdepartmental Committee 
Report was taken up and was referred to various committees. 
The chairman of the committee which had this report in hand 
is here. At the last meeting of our Association at St. Louis, 
the Wagner bill was taken up and referred also to the com- 
mittee of which he was chairman. I take great pleasure, Mr. 
Chairman, in presenting Dr. Walter Donaldson. 

Dr. Walter Donaldson, Secretary, Pennsylvania State Medical 
Society, Pittsburgh:—This report was adopted by our House 
of Delegates after hearings for the consideration of the Wagner 
bill conducted just about as you are conducting hearings here 
on this subject, for the purpose of obtaining opinions, informa- 
tion and advice from our members and the House of Delegates. 
Throughout the two days and nights that we were in session, 
our committee was constantly receiving the advice and help of 
scores of these delegates. 

Senator Ellender:—Doctor, was any opposition expressed by 
members of your Association? 

Dr, Donaldson:—Do you mean— 

Senator Ellender (interposing) :—I mean was anybody fav- 
orable to it? 


Dr. Donaldson:—To the Wagner bill? 

Senator Ellender:—Yes. 

Dr, Donaldson:—There were people that were favorable to 
certain features of it, yes, sir; and they appeared as witnesses 
before the committee. 

Dr. Donaldson presented the report adopted by the House 
of Delegates May 17, 1939, without dissenting vote (See THe 
JouRNAL, June 3, p. 2295 95). 

Senator Ellender:—Dr. Donaldson, you said that before the 
House of Delegates in St. Louis you heard witnesses just the 
same as we are now hearing before this committee. I would like 
to know who were those witnesses. Were they all members 
of the American Medical Association? 

Dr. Donaldson:—There were three witnesses who appeared 
representing hospital associations. 

Senator Ellender:—\Was any opposition expressed before the 
House of Delegates? [I mean was anybody in favor of the bill 
that appeared before the House of Delegates ? 

Dr. Donaldson:—There were, yes. 

Senator Ellender:—As I understand, the resolutions adopted 
were unanimous 

Dr, Donaldson:—Yes, there was no objection against it. 

Senator Ellender:--1 would be interested, Doctor, if you 
could tell the committee how it would be possible for the states 
to receive aid under the proposition | which you advanced on 

age 8 of your statement, which says “Any state in actual need 
of financial aid from the federal government for the prevention 
of disease, for the promotion of health, and the care of the 
sick, should be able to obtain aid in a medical emergency without 
stipulating every other state to seek and to accept similar aid 
and thus to have imposed on it the burden of federal control.” 
How would you do that? 

Dr. Donaldson :—Well, I would say that these who advised 
and discussed that feature at our hearing had in mind some 
such agency as now exists in the federal system here for 
obtaining loans or grants for approved activities. Perhaps 
they had in mind the Reconstruction Finance Corporation, the 
RFC, 

Senator Wagner:—-You mentioned the restriction of financial 
grants. Just how did you consider that a state which needed 
aid would proceed or what legislation would be necessary to 
provide it? 

Dr. Donaldson:—I should think that the state represented 
by its health officer would come here accompanied by cthers 
who were interested in the health problems of the state and 
make their proposal to an agency already set up, and having 
administration— 

Senator Wagner (interposing) :—What agency, for instance ? 

Dr. Donaldson:—A new agency which I would describe as 
being similar to this Reconstructicn Finance Corporation. 

Senator Wagner:—You mean to borrow money from the 
federal government ? 

Dr. Donaldson:—Borrow money or receive a grant. As I 
understand it, federal money has been given in instances where 
there have been great disasters, w ithout any expectation of its 
being returned or getting it back. 

Senator Wagner:—Then you are not opposed to federal aid, 
are you, to the states, to help preserve the life of the people 
within the state? 

Dr. Donaldson:—Ifi it has been property presented by the 
local representatives. 

Senator Ellender:—Well, from the testimony so far adduced 
before this committee, it was the idea of all, as I understood it, 
to have the bill apply only to the poor and the indigent, those 
who really could not provide adequate medical aid. That, as 
I understand it, is the purpose of this bill. If the language is 
not clear en that, I want to have it clarified, and if you or 
anybody else of the witnesses who will testify will point out 
that the well off as well as the poor are to be treated alike, I 
would like to have that pointed out. 

Dr, Donaldson:—I can assure you that it will be pointed out, 
and I think that you will find it in the text of some of the 
manuscripts that have been laid on your desk. 

Senator Wagner:—I do not see anything in the report which 
suggests any amendment to the act. I understood you to say, 
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and the reports say that you are in sympathy with the general 
objectives of the bill, although you disapprove of the metheds. 
Do you know whether you or some other witness will present 
proposed amendments to the act: 

Dr. Donaldson:—1 believe no amendments will be proposed. 


DR. R. G. LELAND 

Dr. Cary:—Mr. Chairman, since the organization of the 
Ame rican Medical Association in 1847, the underlying motive 
has been the education of its members hip and of doctors gen- 
erally throughout this country, and of the public health, and 
it was only in 1931 that the Ameri ican Medical Association felt 
the need of the bureau which we cail the Bureau of Medical 
Economics. I have here present a gentleman who is the head 
of the Bureau of Medical Economics, which was established in 
1931. I present Dr. R. Leland. 

Dr. R. G. Leland, Director of the Bureau of Medical 
Economics of the American Medical Association :—In order 
that there may be greater facility in understanding some of my 


STATEMENT BY 


statement, unless you already have copies of this booklet 
entitled “Factual Data on Medical Economics, 1939, Bureau 
of Medical Economics, American Medical Association of 


Chicago,” I should like to present them to you. 

Senator Murrav:—We will be glad to have the copies. 

Dr. Leland:—The bill now pending before your committee 
is obviously based on the report of the Interdepartmental 
Committee, and that report in turn is based on the report of 
its Technical Committee. The report of the Technical Com- 
mittee seems to be based on figures assembled by that commit- 
tee that the committee itself seems to regard as supporting 
the thesis that death and sickness rates in the United States are 
excessive: that this excess depends not on economic conditions 
but on inadequate :nedical service, and that by expending a 
vast sum of money under federal supervision the sickness and 
the mortality rates can be substantially reduced. The figures 
relied on by the Technical Committee to support its thesis are 
believed to be incomplete and the deductions drawn from them 
are believed to be unwarranted bv any available evidence. The 
conclusion that the reduction of sickness and mortality rates 
awaits onlv large federal and state appropriations, expended 
under federal supervision and control, is believed to be without 
foundation. 

The constant improvement in the health of the people of 
the United States tnat has been in progress many years, as 
shown by official vital statistics, has been made under the pre- 
vailing system of medical and hospital care. No evidence has 
been advanced to show that the rate of improvement would be 
accelerated by the revolutionary changes proposed in the pend- 
ing bill. 

The death rates “rom some causes are approaching the van- 
ishing point; the death rates from other causes are far more 
favorable than has been represented by the advocates of this 
legislation. More knowledge is needed before a reduction in 
the number of deaths from still other causes can be expected 
or predicted. 

Statistics of the nature and amount of prevailing illnesses 
at any given time a.e not sufficiently complete or accurate to 
justify positive conclusions based on them, but so far as they 
are available in the United States they show a trend toward a 
general improvement except with respect to cancer, diabetes and 
diseases of the heart and blood vessels. These diseases are 
the accompaniments of advancing years and their increasing 
prevalence is associated with a greater concentration of the 
population in the ages above 45 years. This greater concentra- 
tion above 45 years of age has occurred under the present 
system of medical care. 

The Technical Committee of the Interdepartmental Commit- 
tee seems to have drawn its conclusions largely from data 
assembled in connection with the activities of the Committee on 
the Costs of Medical Care and the National Health Survey con- 


ducted by the United States Public Heaith Service. Data 
assembled by the Committee on the Costs of Medical Care, 
however, were not assembled in such a manner and ferm as 


to permit the conclusions of that comimittee in respect to the 
costs of medical care to be weighed in relation to the costs of 
the other necessities of lite, nor did the conclusions of that 
committee point out with any degree of exactness the elements 
that have entered into the increase in the costs of medical 
care in such a way as to suggest a method of reducing those 
costs. The basic data assembled by the National Health Survey, 
di eet chiefly by its massiveness rather than by the 
alidity of its conclusion, was necessarily collected by persons 
n ot adequately trained for the purpose, and the conclusions 
drawn from the data so assembled were based on more or less 
arbitrarily established standards. Unless your committee bears 


these facts in mind, it may be misled by the recommendations 
of the Interdepartmental Committee based on the work of its 
Technical Committee. 

Time will not permit a detailed explanation of all the charts 
that have already been placed in your hands. However, I 
should like to point out the general features of a few of them. 
[Dr. Leland then emphasized many of the points brought out 
in the publication “Factual Data on Medical Economics.”] The 
distribution of physicians is governed largely by general eco- 
nomic conditions over which the medical profession has no 
control. The average annual change in the number of physicians 
has varied from an increase of 5,485 in 1898 to a decrease of 
385 in 1920-1921, The present average annual net increase in 
the number of licensed physicians in the United States is 
about 1,500, 

In 1938 there was an average daily census of 132,454 empty 
beds in general hospitals. During the period 1928-1938 there 
was a net increase of 61,987 beds in general hospitals. During 
the same period the unoccupied beds increased by 8,919, 

In 1929 the number of beds in general hospitals registered 
by the American Medical Association was 293,301, or 2.55 beds 
per thousand of estimated population. In 1937 there were 
412,091 beds in the registered general hospitals, or 3.19 beds 
per thousand of estimated population. During the period 1925- 
1937 the expansion of general hospitals amounted to 118,790 beds, 
a net gain of 40.5 per cent. In the same period the population 
increased (according to population estimates) by 12.5 per cent. 

The maximum occupancy of general hospital beds during 
1938 was at some point between four and five beds per thousand 
of population, with of course marked differences at each end 
where the beds per thousand of population were one or two, 
or at the other end where they were between five and six or 
more. It is impossible to predict what the occupancy would 
be if the beds per thousand of population were increased to 
seven or more. There are areas where as yet hospital facilities 
have not been provided largely because of sparsity of popula- 
tion, the lack of competent personnel to staff the hospitals and 
the inability of these communities to support such hospitals. 
There was in 1938 a low bed occupancy in most states which 
had a low number of beds per thousand of population. The 
general death rate for the United States when compared with 
the standardized annual death rate for the industrial policy 
holders of the Metropolitan Life Insurance Company, meaning 
the persons who pay their premiums on a weekly or monthly 
basis (some 17,700,000 people), show that the trend of the 
decline of death rates among the low income wage earners 
employed in a variety of occupations compares favorably wit 
the trend for the general population. The death rate from 
cancer is often mentioned with great alarm. The mortality 
from cancer does show an increase, but it must be understood 
that a greater portion of the population than in previous years is 
now living beyond the age of 45 years where cancer is more 
prevalent as a cause of death. The percentage of change in 
maternal mortality varies from an increase of 1.5 per cent in 
one state to a decline of 38 per cent. The problems pertaining 
to maternal mortality are to be found more largely in urban 
areas and among other races than in rural areas and the white 
race. The decline in infant mortality has varied from 38 per 
cent for Maine to 62.2 per cent for Connecticut. The recorded 
infant mortality rates for the original registration states declined 
53.1 per cent from 1915 to 1937. For the expanding birth 
registration area the decline has been 45.6 per cent. 

The present lowering of the death rates from many causes is a 
primary result of the present system of medical practice. If any 
group of countries having comparable racial stock has at any 
time been able to produce better results than those in the United 
States, we shall be glad to receive such a list of countries in 
order ‘that we may examine the evidence. 

Senator Murray:—Doctor, notwithstanding the record that 
you described, it is true, nevertheless, that in some sections of 
the country there is a possibility of making great improvements 
in the care of the sick and those who are unable to pay for 
medical attention ? 

Dr, Leland:—Granted. 

Senator Murray:—Have you gathered any statistics on the 
extent of that condition in this country? Have you made any 
exploration of that? 

Dr. Leland:—We have, sir. 

Senater Murray:—You know that in many sections of the 
agricultural states there is a serious deficiency of medical care 
and attention for the people who need medical care, do you not? 

Dr. Leland:—I am not prepared to say exactly the extent to 
which the need exists. 

Senator Ellender:—Doctor, I notice on page 2 of your testi- 
mony the statement “In 1938 there was an average daily census 
of 132,454 empty beds in general hospitals.” 


19 


Votvme 112 
NUMBER 23 


Dr. Leland:—Yes, sir. 

Senator Ellender:—Those, of course, refer to all hospitals? 

Dr. Leland:—No; general hospitals 

Senator Ellender:—What do you mean by a general hospital ? 

Dr. Leland:—A_ hospital to which the general pees 
goes for its ordinary illnesses, not special hospitals such a 
nervous and mental diseases or tuberculosis. 

Senator Ellender:—Those are pay hospitals, are they not? 

Dr. Leland:—Most of them. There are a number of general 
hospitals that are now being maintained by some governmental 
units. 

Senator Ellender:—By that statement you would not indicate 
that those beds could have been filled if there was a need for 
them? That there could have been sick people who could have 
occupied them but because of their lack of money they were not 
able to be taken in? 

Dr. Leland:—We have called attention in the past to the 
fact that there may be in the United States in various sections 
people who, because of economic barriers, are unable to obtain 
necessary treatment, but the extent to which that exists is still 
somewhat questionable in exact terms. 

Senator Ellender:—Has the Association made any effort to 
determine to what extent it is necessary? 

Dr. Leland:—The Association has made a study. 

Senator Ellender:—Is that available to the committee? 

Dr. Leland:—That statement is now under process of being 
put together. 

Senator Ellender:—Would you be able to make it available 
for the committee ? 

Dr. Leland:—I should be glad to, yes, sir. 

Senator Wagner:—Doctor, | want you to believe me when I 
say that any questions that I ask you are for the purpose of 
being enlightened if I can by the medical profession. 

Dr. Leland :—Certainly. 

Senator Wagner:—And also, I am hopeful of their coopera- 
tion rather than their resistance. 

Dr. Leland:—That is right. 

Senator Wagner:—On the question of the need for medical 
care, | read in the papers that there was a report submitted to 
your convention which stated that there were only 44,000 people 
in the United States, the survey showed, that were really i 
need of medical care who did not receive such care. Do you 
remember that report? 

Dr. Leland:—I was not in the House of Delegates when 
that report was given. My attention has been called to the 
fact that that report was made, and I should say that I have 
read the transcript of the report that is to appear in THE 
JourNAL. However, that report was not based on a complete 
study. We have only issued a preliminary statement of certain 
outstanding facts, and this report of the 40,000 stands much in 
contrast to the 40,000,000 and is not intended at this time to be 
interpreted as an exact figure. 

Senator Wagner:—I notice here in this book that you have 
submitted, which is very interesting and has some very interest- 
ing charts, that on the last page you have a chart of medical 
service and economic status. 

Dr. Leland:—Yes, sir. 

Senator Wagner:—I will ask vou if I can get a little more 
light as to the meaning of this chart. You have there “above 
$3,000—self sustaining, no special arrangements needed.” Then 
“$3,000 to $1,500—for the most part self sustaining, largely self 
sustaining but sometimes needing help.” When you say “for 
the most part self sustaining” | suppose that means for medical 


. Leland:—It means as to the necessities of life and 
thing. 
Senator 


Dr. Leland:—Yes. 


every- 
Wagner:—Including care? 


Senator Wagner:—Then you have “below $1,500—variable 
needs for economic and medical assistance.’ 

Dr. Leland:—-Yes, sir. 

Senator Wagner:—Then there is a need that at this time 
you mean is not supplied? 

Jr, Leland:—I1 think you will find sir, in the explanation on 
the opposite page, that those amounts that are stated on the 
chart are not intended to be rigid and fixed amounts, because 
we realize, as | believe you do, that in various sections of the 
country $1,500 would mean that the man or the family would 
be living on the fat of the land, and therefore those parts of 
the country cannot be compared with other parts in which 
$1,500 ‘is inadequate. 

Senator Waygner:—I understand; I do not mean to held you 
down to anything but an approximation. I believe it has been 
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shown that about one third of our people, which would be 
about 40,000,000, have an income of $750 a year or less. If there 
is a lack cf medical care in that very small group comprising 
about 40,000,000 people, would you think that your survey was 
reasonable when you say that only 44,000 out of that 40,000,000 
have sufficient medical care? 

Dr. Leland:—I will be glad to give you the answer to that, 
Senator, when I get the complete returns. 

Senator Wagner:—Are you in sympathy with the general 
objectives of the legislatien ? 

Dr, Leland:—I see no objections to the general objectives. 
I think every one of us wants to help people who are in need 
of medical care. 

Senator Wagner:—I have always said that about the medical 
profession, that they render a great and an unselfish service, 
but we are all going to try with yeu and with your guidance 
and your cooperation, I hope, to bring about even a better and 
more helpful life. Is your Association ready to propose any 
amendments to this ene n that will bring it more in har- 
mceny with your views 

Dr. Leland:—Of course it would not be proper for me to 
speak for the rest of those who are to make statements before 
you, but from my observation of the consideration that has 
been given this bill, I believe it is the consensus of opinion that 
in order to do that would require so many changes that the 
House of Delegates took the action that Dr. Donaldson pre- 
sented to you. I believe that they have not offered or are 
not bringing to your committee any suggestions for amendments. 
We did however suggest a little different approach, as was 
contained in the report of the House of Delegates. That is 
the offer that we have instead of amendments. 

Senator Wagner:—You are generally acquainted with the 
workmen's compensation laws of the different states? 

Dr. Leland:—Yes, sir. 

Senator Wagner:—Do you know that those laws provide for 
cash benefit payments for injuries and also for payments for 
medical care? 

Dr. Leland:—Yes, sir. 

Senator Wagner:—The doctors are great advocates of the 
workmen's compensation law, first because it is a humane law, 
and secondly because I believe 9 per cent of it is for medical 
care, and the doctors receive compensation in that way, and I 
wonder how you could reconcile that advocacy with your state- 
ment here that you are mixing medical payments with loss of 
wage payments; I just wondered why you oppose it in one 
instance and favor it in another? 

Dr. Leland:—There is a statement that will be presented if 
the committee likes, but, if the committee desired, there is an 
opportunity there to enter into a very interesting discussion of 
the initial theory on which the workmen’s compensation law 
was based. I might say that it began with paying very little 
and in some cases almost no attention to medical care, which 
was brought in later on because it was found necessary in order 
to conserve the funds. 

Senator Wagner:—I do not think that you are speaking of 
the law in New York, because it so happens that I introduced 
the law in New York in 1913, and we coupled them right 
together. 

Dr. Leland:—It is my understanding of the workmen's com- 
pensation laws that the laws were intended to place the responsi- 
bility for injuries due to empleyment on the employer, to spread 
it perhaps over the general population by including the cost 
of the insurance in the cost of the product. It has been found 
necessary to add more and more medical services, but in many 
instances it has been done very badly and the medical profession 
has objected to the kind of medical care and, even under work- 
men’s compensation, has been doing as much as it could to 
improve those conditions. 

Se nator Wagner:—You try to repeal the New York work- 
men’s compensation, and the doctors would be one of the groups 
that would oppose it, and rightly so. 

Dr. Leland:—-I am not suggesting that. 

Senator Taft:—In this question of the fundamental difference 
between what these figures meant of the 40,000,000 and. the 
40,000 which should be at least contrasted before the comparison 
as to what they mean is resolved, the 40,000 weuld mean, I 
assume, only the people who are not within reach of doctors 
and hospitals and has no relation to their economic status? Is 
that correct or not? 

Dr, Leland:—That is partly correct. On the ether hand, the 
information that has been given out has left the impression, 
or the implication, that these 40,000,000 people that are so 
frequently referred to are sick all the time, 40,000,000 of them 
every day. Obviously [ hope no ene believes th: at, because there 
is only 2 per cent of the pe pulation as found by the Committee 
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on the Costs of Medical Care that can be considered as ill on 
any given day, although the National Health Survey did find 
4.5 per cent ill on any one day or, rather, on the day of the 
survey. Of course, one needs to correct many of the charac- 
teristics that enter into figures. Figures are means of expressing 
facts, and sometimes they give impressions that are not exactly 
facts. The National Health Survey was made during the time 
of the year when the sick rate was the heaviest, between 
November and March, and of course the 4.5 per cent would be 
more than twice as much as reported by the Committee on the 
Costs of Medical Care or that has been generally accepted as the 
ratio of the amount of sickness. But, now, as you have inti- 
mated, one needs to understand what these figures mean. 
would prefer that the committee do not consider the 40,000 to 
which reference has been made as an exact figure. 

Senator Taft:—I understand that, but what I want to get is, 
when you get the exact figure, what does it mean? What is 
it supposed to mean? 

Dr. Leland:—Supposedly the 40,000,000 people are people in 
the very low income classes. The 40,000 to which reference 
was made are also in the low income classes. 

Senator Taft:—That means 40,000 people what; what cate- 
gory do they come into, people that cannot get medical service ? 

Dr. Leland:—As reported to the House of Delegates, it was 
40,000 who were denied medical care. Now, there is quite a 
difference between the word “denied” and the inability to get 
medical. care. Some people do not want medical care, they 
do not desire it. 

Senator Taft:—They would rather go to chiropractors? 

Dr, Leland:—Exactly. They would rather go to the drug 
stere and treat themselves. The statement that was made was 
to the effect that the figure would be more likely to be 40,000 
than 40,000,000 who would be denied medical care, meaning the 
people who sought medical care and who had been turned 
away—refused it. 

Senator Taft:—It is different from the number who might 
have lack of means and not be in touch with a hospital. 

Dr. Leland:—Very different. 

Senator Taft:-—-So really there is no comparison whatsoever 
between the 40,000,000 and the 40,000 

Dr. Leland:—No comparison at all. 

Senator Murray:—And there are a great many people, of 
course, who are unable to pay for medical care themselves, an 
the only way they are able to secure it is through some chari- 
table organization or through the representatives of suc 
agencies or the help of friends or neighbors ? 

Dr. Leland :—That is right. 

Senator Murray:—And that amounts to a considerable num- 
ber, does it not? 

Dr. Leland:—I think that when our study has been finally 
put together we can show you a very large volume of illness 
that is cared for through those voluntary services of physicians, 
hospitals, nurses, health departments, official and voluntary 
health agencies and many other organizations that are now 
carrying a tremendous load without complaint. 

Senator Ellender:—Doctor, with further regard to this report 
that we asked you to submit and which you said you would, I 
notice on page 2 of your statment you have criticized the 
methods applied by the National Health Survey. How did 
you proceed to obtain the data on which you expect to make 
this report ? 

Dr. Leland:—You are to our report? 

Senator Ellender:—Ye 

Dr. Leland :—The Medical Association study of 
medical care was a study quite different from any other that 
has ever been made to my knowledge. I have investigated and 
collected information pertaining to some 4,000 surveys of various 
kinds. The Committee on the Costs of Medical Care brought in 
very properly the cost of medical care, the duration of illness 
and many other factors on which to base different information. 
The National Health Survey had a little different approach to 
find out how much chronic illness was prevalent in the country. 
They developed, however, something more than just a chronic 
disease. It was our desire to know to what exent the people 
of the country were actually utilizing the services and facilities 
that are now available. That is quite a different matter, from 
telling us how many days a person is sick and how many people 
are sick on a given day. That study was made by dealing not 
only with physicians but with nurses, dentists, hospitals, health 
departments, pharmacists, with the voluntary and official welfare 
agencies, with various mutual associations and organizations in 
- community such as trade unions, who have mutual benefit 
plans. 


Senator W agner ; -—One other question I would like to sk 
you: Your association, | take it from the report, did recog- 
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nize that there was need for federal aid or that there may be 
need for it, for federal aid based on needs, I think was the 
language used. 

Dr. Leland ;—We recognize that there is need for assistance 
to a great many people in time of illness. Now, whether that 
is federal aid or local aid or state aid is a matter we believe 
largely for local determination. Where the local people do 
not have the money with which to help these people they have 
to get help, perhaps from the state. If the state is unable, we 
conceive it to be desirable that the federal government listen to 
their needs and allow them to show, to prove their financial 
ability as a state as a need which actually exists, to consider 
it and to give them either a grant or a loan. 

Senator Taft:—Let me see, Doctor—do I understand that 
the American Medical Association would submit an alternative 
plan if requested to do so! 

Dr. Leland:—I1 think this also is something that will be 
discussed by some other speakers, but in answer to that ques- 
tion I believe it is the disposition of the American Medical 
Association if such legislation were to be drafted along lines 
suggested in the report which Dr. Donaldson read that the 
American Medical Association would, as it always has, offer 
its facilities to the government in order to be of some service 
in its conception of that kind of legislation, but we are not in 
the business of drafting laws ourselves. 

Senator Taft:—I do not quite understand the distinction. Of 
course, we could not pass a law permitting federal assistance 
to one state unless the law also permitted federal assistance to 
every state. That is all that this law does. It is in the alter- 
native, and no state has to take it unless it wishes to do so. 
I think it is important that the American Medical Association 
make clear a distinction which I do not understand. If the dis- 
tinction is that this plan gives too much power to the federal 
government, that is a conceivable distinction, but I do not quite 
understand this idea of preferring the RFC to the Social Secur- 
ity Board or purely on a needed basis. That could be taken 
care of by the distribution of funds provided in the bill, and 
while I do not ask you to do so I think the decision ought to 
try to make it clear so that I can get it in my mind what the 
distinction between the program is of the Association and that 
proposed in the Wagner Health Bill. 

Dr. Leland :—I may say that the other speakers will elaborate 
on that more fully. 

Senator Murray:—Doctor, do I understand that you devote 
your time exclusively to medical economics ? 

Dr. Leland:—That is right. 

Senator Murray:—You are not a practicing physician or 
surgeon ? 

Dr. Leland:—I have not practiced since the war. 


STATEMENT BY DR. HAVEN EMERSON 


Dr. Cary:—Mr. Chairman, the next speaker that I would 
like to introduce we think has had the very greatest experience 
and in all probability will be able to elucidate the subject as 
well as or better than any other witness we know. I| have great 
pleasure in presenting to you Dr. Haven Emerson, professor of 
public health practice, College of Physicians and Surgeons of 
Columbia University, New York City, and former Health Com- 
missioner of New York City, and a present member of the 
Board of Health of New York City. 

Dr. Haven Emerson, professor ~4 public health practice, Col- 
lege of Physicians and Surgeons of Columbia University, New 
York City:—The record of progressively improving health in 
the United States of America for the past fifty years and par- 
ticularly for the past eleven years impresses me with the trust- 
worthiness of the official and voluntary agencies and institutions 
and methods of local, county and city and state government 
developed by long experience and appropriate adjustment for 
prevention of disease and care of the sic 

No emergency of sickness or-neglect faces us. No spectacular 
or immediate improvement in general health can be expect 
through extensive changes in procedures, in responsibility, or in 
sources of funds as proposed in the Wagner bill. 

Better national health can be assured by development along 
well established lines in the orderly evolution of social and 

professional resources made available by new medical knowledge. 

Better care of the sick, and more nearly universal availability 
of the increasingly costly facilities for diagnosis and treatment, 
can be assured by extension of the various promising experi- 
ments such as voluntary prepayment and cash indemnity plans 
than can be expected from attempts to have the cost of sickness 
transferred to the federal government or by relying on state 
and local health officers to administer treatment facilities at 
public expense. 

‘e, as physicians, whether engaged in individual practice of 
curative medicine or as officers of health concerned with the 
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administrative application of preventive medicine for local and 
state governments, advise against disturbing a series of services 
which have a long history of success, by creation of another 
policy where local responsibility will be largely at the mercy of 
federal dominance and allocation of funds. 

Estimates of neglected sickness have been much exaggerated, 
Theoretically possible benefits from large additional expendi- 
tures are too optimistic and problematic to be convincing. 

As the major cause of insufficient care for the sick and for 
health, where these exist, is lack of earning power and the dis- 
location of commerce, industry, production and demand for 
coods, characteristic of the past eleven years, so it will be the 
reestablishment of sound economic and employment conditions 
which will correct the error, rather than large spending pro- 
grams by government which do not lead to any basic improve- 
ment in the incomes of wage earners. Neglected sickness is 
less often the cause of economic misfortunes than vice versa. 

The best contribution that could be made by the federal 
government to general health would be by reestablishment of 
confidence in seli support, and encouragement of private indus- 
try, earning capacity and productive employment. 

Federal spending for the sick and for health cannot be relied 
on as a panacea for such inadequacies as can be shown to exist. 

There are measures which only the federal government can 
take to advance national health: 

First, the putting of its own administrative machinery in good 
order, by which I mean the development of a single federal 
agency, whether bureau, board or department, under which all 
federal health and medical functions (except those of the army 
and navy) should be served. 

The chief executive office of such a federal health service 
should of course be professionally trained and experienced, as 
have been a long line of Surgeon Generals of the Public Health 
Service. 

Only through such a single federal agency should state health 
officers have relation to the federal government for consultative 
advice, common policies or financial aid when emergency or 
persistent economic difficulties prevent a particular state, region 
or population unit from receiving protective and other ‘medical 
care necessary for the people’s safety and security of life. 

Among the many administrative disadvantages of the Wagner 
bill provisions is the triple headed character of federal direction 
through which grants in aid of states for six separate and dis- 
tinct functions would be administered. 

If grants in aid are needed in the future, as they have often 
been needed and made in the past, for health and medical care, 
the allotting of funds should be in response to specific and 
proved evidence of need and request for aid by a particular state 
or group of states presented by the state health officer to the 
federal agency authorized to extend financial aid, and preferably 
with confirmation of the need and the extent of it by officers of 
the Public Health Service. 

Grants should not be offered or urged on the states to pro- 
mote some federal theory of social improvement, nor should 
grants be made to any state which is able to finance its own 
appropriate program of health services and care of the medically 

needy. It seems to us unreasonable to suppose that every state 

in the Union needs federal aid to carry out the functions of 
government long recognized as duties of the state or its polit- 
ical subdivisions. 

it is obvious to those of us who have observed even the rela- 
tively modest extension of federal subsidy for prevention and 
treatment of syphilis that often the funds were out of propor- 
tion to the supply of trained persons capable of technical compe- 
tence in epidemiology, medical treatment and administrative 
direction of services. 

Such a program as is proposed for hospital and health center 
construction and extension of health agencies into the fields of 
obstetrics, diseases of childhood and care of the crippled (ortho- 
pedics) would quite inevitably face at least a temporary frus- 
tration on account of unpreparedness of professional experts 
to make the services effective. 

It is obvious that those who have shared in drafting the 
Wagner bill have confused in their minds the duties or functions 
and capacities of the health officer with those of physicians and 
surgeons concerned with care of the sick. ' 

Health officers, except where appointed on a purely political 
basis, are selected because they are professionally trained and 
experienced in sanitation and preventive medicine, a specialty 
as distinct from internal medicine or surgery as plumbing is 
from carpentry. 

In states where health officers follow one another in rapid 
succession with the alternation of party control of state gov- 
ernments, it would be a calamity if the development of the 
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elaborate series of services for personal care of the sick, of 
the expectant mother, of the infant and child were left to the 
direction of the state health officer. 

It is wholly undesirable to have any state or federal plan 
for care of the sick depend on the leadership, professional 
direction or financial control of the state or local health officers. 
Those that are competent are more than fully occupied prevent- 
ing and controlling disease and directing sanitary measures for 
health. Those that are not specialists in health are even less 
qualified as experts in the intricacies of services for the sick. 

If, as is threatened, the invaluable functions of the United 
States Public Health Service for industrial hygiene, which have 
brought such benefits to labor and industry, and such credit 
to the commissioned officers of the service, are to be transferred 
to the Department of Labor there will be another confusion and 
duplication of interest and expense similar to that so long 
exhibited by the medical and health functions of the Children’s 
Bureau, which should of course be a division of the United 
States Public Health Service. 

Briefly, we advise that before attempting any such costly and 
considerable revolution in the source of funds, in regulation and 
supervision of health and medical services in the states by the 
scheme of federal subsidies, in the complicated manner proposed 
in the Wagner bill, the intent of the President's Executive 
Order 7481 should be carried out, and “better coordination in 
federal health work” to be the first concern of the Congress. 

We offer our professional support for any well considered 
plan to aid backward, economically unfavored states to have 
health and medical care equal to that of the rest of the country, 
and we suggest certain principles on which a sound federal pro- 
gram of needed grants might be based. 

We oppose the Wagner bill as it is at present offered for 
consideration because it appears to us to be unnecessary, costly 
and subversive of sound relationships between federal and state 
financial resources and governments, and we very much doubt 
whether the results hoped for by its proponents would be 
achieved if the present bill were to be enacted into law. 

Senator Wagner:—Dr. Emerson, do you favor the provisions 
of the present Social Security Act which give grants based on 
needs to states for the care of children and for medical care? 

Dr. Emerson:—1 am familiar with the original setup under 
the Sheppard-Towner grants and the extension of them under 
the Social Security Act. I do not know of any evidence which 
would indicate that the progressive improvement in infant 
health and maternal health is in any way related to the federal 
assistance that has been given to the states in that regard. 

Senator Wagner:—Then you oppose it? 

Dr. Emerson:—No, I think if the federal government has 
spare money and it wants to encourage the states to do what 
the states have not been ready to do, then I see no impropriety 
in proposing such an offer, but I doubt myself whether that 
is an important factor in the astonishing improvement which 
has occurred in infant mortality where those services have not 
been at the federal expense. 

Senator Wagner:—Oft course, there are those who disagree 
with you on that. Do you think it is a coincidence that with 
this aid there has been an improvement ? 

Dr. Emerson:—Senator, at the time that I was born the 
infant mortality was 250, and there has been a steady and pro- 
gressive improvement until last year when it was 38, continuous 
and uninterrupted improvement regardless of any federal inter- 
vention in the local health services. 

Senator Wagner:—Are there occasions where the federal 
government ought to aid in health services at all of the states? 

Dr. Emerson:-—Yes, 1 should say that the policies which 
have been adopted in the past of so-called grants in aid made 
available through the Public Health Service at the request and 
with the cooperation of the states has been a useful contribu- 
tion to the extension of full-time county health services, and 
certain sanitary improvement in certain of the states of the 
country where they were unfortunate because of climatic or 
geologic or economic conditions. That, to my mind, if I may 
refer to some of the other questions that have been asked before, 
is an essentially different situation from the present proposal to 
have a large tederal fund which they are pushing—which the 
federal government is pushing on all of the states to take 
advantage of for the sake of encouraging them to spend more 
than they otherwise would be willing to spend. The fact that 
Alabama or Georgia or Texas because of the economic difficulty 
of their people are unable to finance what we would call a 
minimum well rounded public service quite justifies those states 
asking for an equalization of wealth, if you choose to call it 
that, but having an amount from the federal government by 
application of the state to the Public Health Service—well, I 
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think that those have been an admirable effect and have been 
helpful and I think that that principle is a sound one, but it 
seems to me totally different from the principle presented in 
your bill which proposes that every state, our own very wealthy 
state producing 65 per cent of the income of the United States 
taxes, should have to come to the federal government to run its 
public health service. I do not know of any women and chil- 
dren in New York State or City. who ought to look outside of 
the city and state for humane and competent medical care. We 
have the resources, we have the persons, we have the wealth, 
we have the interest in taking care of our own people. 

Senator Wagner:—Of course, the United States has a con- 
cern in the health of the citizens, just as the individual states 
have, and New York State has asked for aid and has accepted 
aid, but you think that that was entirely unnecessary ? 

Dr. Emerson:—Well, Senator Wagner, we are all of us 
human. If you have forty-eight health officers who are told that 
they can get some more personnel and more salaries by going 
to Washington and asking for it, they are all going to come. 

Senator Wagner:—You do not think it has contributed any- 
thing to improving the health of the people at all? 

Dr, Emerson:—I think that the money given for the hasten- 
ing of adequate programs for the control of syphilis has prob- 
ably abbreviated some of the sicknesses and the communicability 
of that disease. I do not know of any reason why New York 
City or New York State should have excused themselves out of 
meeting those expenses out of their own money. They have 
plenty of money in the state of New York to do that, but if 
anybody offered them $75,000 for a lot of field services or a 
lot of treatment clinics, they are not going to be bashful about 
asking for it. 

Senator Wagner:—A number of surveys have been made 
indicating the great need for additional medical care in New 
York as well as other places. 

Dr, Emerson:—Well now— 

Senator Wagner (interposing) :—I know your records, Com- 
missioner. Perhaps you are a little more conservative than I 
am, but you are not only a very eminent doctor in our state 
but have been a great public official. I am prepared to say 
that, but I differ with you on this. And there is another thing: 
You have been interested and have written a great deal on the 
subject of health, and you did urge some years ago—and I am 
wondering whether or not your views have changed—a study at 
least of health insurance, compulsory health insurance. 

Dr. Emerson:—That was twenty or twenty-five years ago. 

Senator Wagner:—It was 1932, was it not? 

Dr. Emerson:—That I recommended state compulsory health 
insurance ? 

Senator Wagner:—I will read what it says: 

The committee urges the broadest sympathy toward experimentation in 
promising fields, together with the most searching analysis of results. 
We believe that experimentation along the lines of both voluntary and 
required health insurance, along with the other experiments in the group 
purchase of medicine, should be promoted and carried on. In all likeli- 
hood, in certain areas of the country, and from certain population and 
economic groups, required health insurance would be found to be more 
feasible and practicable than voluntary health insurance or vice versa. 

By “required health insurance,” by that you mean com- 
pulsory ? 

Dr. Emerson:—Yes. 

Senator Wagner:—That is quoted from your report. 

Dr. Emerson:—I\ suppose that is still true. We were think- 
ing of the rather unusual success of the Saskatchewan experi- 
ment, where the people by the authority of Parliament at 
Ottawa were to bind themselves to hire a doctor to provide 
for the care of their municipality or, roughly, a county as we 
should say it, and it is conceivable that there should be con- 
ditions in one or more rural areas of the United States where 
the only way that the people can tempt doctors into their com- 
munity is to hire doctors by the municipality. It is conceivable. 
Up to the present time I have known of no such instances being 
developed. I think that is a report which conceivably can apply 
to a very few scattered areas in the United States as it is in 

Senator Wagner:—In those cases you see no objection to the 
intervention of the government to aid, do you? 

Dr. Emerson:—li the people of a community cannot tempt 
doctors on their own free initiative to come to their community 
because they cannot pay enough to draw them from elsewhere, 
they will want to take such resources of pooling their income 
that will underwrite or guarantee to the doctor a reasonable 
living wage. Of course, one of the ways that is being done, 
and the American way of settling that, has been to provide so 
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far as possible local hospitals; in other words, a doctor 2owa- 
days needs a shop, and a group of doctors in a community 
needs a shop, and they have avoided hiring doctors in groups 
rather by the method of trying to provide a competent hospital 
wherever it can be afforded, and where there is professional 
personnel competent to operate it. 

Senator Wagner:—Doctor, you remember that we had a 
constitutional convention last year? 

Dr. Emerson:—Yes, sir, a great one. 

Senator Wagner:—And which I happen to remember. 

Dr. Emerson:—Yes, sir, a great one, 

Senator Wagner:—I am glad to hear you say that. Among 
other things, we did provide for a constitutional amendment 
which would permit the enactment of a state insurance law. 

Dr. Emerson:—Yes, sir. 

Senator Wagner:—In which the state itself would be per- 
mitted to lend its credit or make contributions toward those 
efforts, and that was submitted to the people as a separate 
proposition. 

Dr. Emerson:—Yes, sir. 

Senator Wagner:-—-And there were a great many of the medi- 
cal profession opposed, sincerely of course, to it, and on this 
same theory that it is no part of the governments’ business, 
and yet that was submitted to a vote, and as you know it 
received the highest vote affirmatively of any of the nine amend- 
ments proposed. 

Dr. Emerson:—I remember. 

Senator Wagner:—So that that expresses the views in New 
York. I hope that you are not going to give the answer which 
Dr. Booth gave me, who said “Well, the people don’t know 
what they need and we do.” 

Dr. Emerson:—Now, Senator Wagner, I gather that you 
have omitted from your bill all reference to compulsory health 
insurance ? 

Senator Wagner:—Yes, 
included it? 

Dr. Emerson:—It would add one more nail to its coffin, to 
my mind. 

Senator Wagner:—Then you do not agree with the vote by 
the people of New York? 

Dr. Emerson:—I voted against it when it came up for the 
referendum, because I believe the people do not understand 
what it would mean. I think there is a rational difference of 
opinion between physicians who have studied the effects of 
such policies elsewhere and what they believe would occur 
under our own conditions of government. I am afraid that I 
am not confident that we have yet achieved such independence 
and competence of our elective and appointive officers that we 
could turn over the practice of medicine to them. 

Senator Wagner:—I do not know whether you appeared or 
not, Doctor, but we had quite a discussion at a number of 
hearings before the committee that had it under consideration. 

Dr. Emerson:—\I read those; I was not present. 

Senator Wagner:—And a long discussion on the floor and a 
long discussion before the people; and I take it that you agree 
with Dr. Booth that they just don’t know what is good for 
them, and they did not know what they were doing? 

Dr. Emerson:—No, J would not say that. But I think there 
are honest people, that many people have been led in the thought 
to believe, largely by the tremendous prestige of influences from 
Washington, that the solution— 

Senator Wagner (interposing) :—That was a state convention. 

Dr. Emerson:—The people of New York have been largely 
influenced, I am sure certainly in the cities, by the belief that 
developed out of Washington to some extent that a compulsory 
system will relieve them of the financial difficulties in the care 
of the sick, and I believe that they are uninformed as to the 
truth of that, but that is their belief and that is on our statute 
books. We believe that there is a proper way of doing it. I 
have no criticism whatsoever of the proceedings of the conven- 
tion. I think it was admirable to put that before the people, 
and they certainly voted for it unequivocally, but the legislature, 
you will notice, has not taken advantage of the permission. 

Senator Wagner:—There is a commission still studying it. 

Dr, Emerson:—Yes, it is a fine thing to study it. I believe 
there are two states that recently have rejected it on practically 
the same basis. There are evidently in the country differences 
of the gitizens’ attitude with regard to the involvement of their 
state government in the provision of medical care of the sick. 

Senator Wagner:—Although I say that you are very eminent, 
I wanted to bring out that there are some in New York thai 
differ with your point of view. 

Dr, Emerson:—Yes, I know. 


I have. Would you favor it if I 
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fi Senator Wagner:—I have agreed with you a lot, as you 
now. 

Dr. Emerson:—I remember, we have collaborated in the 
same city government at times, and I think the Board of Health 
of New York City is not always entirely satisfactory to all of 
the citizens, as we may guess from present conditions. 

Senator Ellender :—Dr. Emerson, I notice on the last page 
of your statement that you think according to this, that all 
citizens, no matter where located, should receive the same 
health and medical care as that of any other citizen of any 
other state. 

Dr, Emerson:—I don’t think I say that. 

Senator Ellender:—That is just what | wanted to ask you. 
You say “We offer our professional support for any well con- 
sidered plan to aid backward, economically unfavored states to 
have health and medical care equal to that of the rest of the 
country, and we suggest certain principles on which a sound 
federal program of needed grants might be based.” What 
do you mean by that? 

Dr. Emerson:—I mean this, that if there can be shown that 
the reason they are not getting it is because of economically 
unfavorable conditions, the government must come in and help 
those people in those states, but there aren’t a great many 
states where the failure is a failure of the state government, 
a failure of professional organization perhaps, a failure of 
adequate institutions which the states can properly correct. It 
does not seem to me, in other words, that just because there 
are some people in some places that cannot get medical care 
that it is the function of the federal government to come in 
automatically and right that, but there are conditions, with 
spendable income as we were told not long ago, of about $120 
per capita in one of the states, and on that basis those people 
are not able to contribute the sum necessary to give them well 
developed health protection, and to assist that, 1 should say it 
was distinctly a function of the federal government to respond 
to an appeal for aid by those states. 

Senator Taft:—Do you think that the right of self govern- 
ment includes the right to govern yourself badly if you want 
to: 

Dr. Emerson:—Yes, as long as your bad government does 
not hazard the health of your’ neighbors. you run an 
incompetent health department on the border and start an 
epidemic of smallpox, we thank the Lord that we have a public 
health service that will come in and intervene on the basis of 
interstate commerce and help us avoid spreading it. 

Senator Ellender:—With further reference to this paragraph 
that I just called your attention to, would you be surprised that 
I told you that in some states—let us take the great state of 
Texas that is rich in natural resources—there was evidence 
produced before this committee not pertaining to this bill but 
on another bill whereby it was testified that fifteen corporations 
control the oil, gas, sulfur and salt of that state, and they pay 
taxes to that state aggregating $100 to a revenue of $8,000,000 
that was distributed among New Yorkers, Pittsburghers and 
Philadelphians. I say that because of that situation where 
these natural resources are being taken from certain sections 
of the country and are being as it were taken away and profits 
brought to other states and that is causing a lack of proper 
financial aid for such needs and medical care in many, many 
states of the Union. 

Dr, Emerson:—ls it true that in the state of Texas the state 
and the communities pleaded poverty as the reason for their 
inability to get medical care? 

Senator Ellender:—Why, my Dear Doctor, if you were to 
go before the state legislature of Texas, and I know this for 
a fact and it is not hearsay—they have tried time and again 
to get the Legislature to put a proper tax on these natural 
resources and they have never been able to do it, because some- 


to be able to do it. They tried that in Louisiana for many 
years up to 1928 when Huey Long came on the scene, and 
the picture was changed, so that today the state of Louisiana 
offers to its people wonderful medical care compared to what 
it was prior to that time. If all of the states were able to 
take the money in the form of natural resources within their 
borders and where just a few are able to snatch it out and 
carry it to New York or Maryland or Ohio or Indiana, the 
probabilities are that we would not be confronted with ‘such 
legislation as is incorporated in this bill. 

Dr, Emerson:—Well, after all, one state after another does 
correct the abuses which have been developed by monopoly, and 
if Louisiana did it with Huey Long, perhaps there will be some- 
body in Texas— 

Senator Ellender (interposing) :—That is only one out of 
forty-eight that has succeeded, and I doubt if any others will 
try. 
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Dr, Emerson:—Yes, but many others were already taxing. 

Senator Ellender: -—Very few. 

Senator Wagner:—Doctor, you were the head of the com- 
mittee that conducted the survey the results of which were 
afterward published. I saw the publication several weeks ago, 
which you tried to point out and did point out a lack of 
medical care in New York, a lack of beds in hospitals. Do 
you remember that? 

Dr. Emerson:—The hospital survey of New York I was 
responsible for directing, and that was like any other local 
community undertaking, and an attempt to discover to what 
extent there was a lack of proportion between facilities and 
needs. We found that there were some facilities in excess of 
the needs, chiefly in the matter of beds for maternity patients. 
Apparently we have enough beds until 1960 at the present rate 
of the birth rate. There were other kinds of beds which were 
insufficiently provided, and the object of that was not to show 
that New York could not afford to take care of its sick but 
that it must include in its city plan for the next twenty years 
a methodical replacement of old beds and buildings and new 
beds, and I think that you will recall from that report that we 
showed that, while we had been spending about $20,000,000 a 
year for new hospital construction and replacement, there was 
needed possibly $28,000,000 in the immediate future to make 
sure that a balanced program of hospital facilities would be 
achieved. 

It is quite true probably that in New York you will find 
some people that either do not ask or do not know that they 
want medical care. Recently we had some 11,000 calls made 
on the Henry Street nurses for care, calls by the poorest people, 
and they analyzed each case to find out whether they had medical 
care and found out why not, and they found approximately 1.4 
per cent of that 11,000 poor people with no obvious availability 
of medical care which had yet been obtained. That is the 
kind of thing that we must expect. We were dealing with 
11% millions in the metropolitan area population, and we 
found deficits here and failures of distribution there, and our 
report was a plan for building up to 1960 for an assumed 
growth of population which we can reasonably predict. It 
was not a disclosure that [ think would be interpreted by any- 
body as indicating that there was a gross inadequacy in the 
care of the sick in New York. 

Senator Murray:—Doctor, in corroboration of the statement 
made by my colleague Senator Ellender, I want to suggest 
that we have a situation in my state of Montana where we 
have a large mining camp that has produced over 2 billion 
in wealth in this country. It is a hazardous occupation— 
mining—and there are diseases that develop from mining known 
as silicosis and yet, notwithstanding all of that tremendous 
production of wealth, these men were unable to secure proper 
care and attention. They did not have any hospitalization 
facilities, and it required a desperate struggle here in Wash- 
ington to get a small allocation to enable them to extend those 
facilities here during the last year. For a great many years they 
went without compensation for accidents, and of course Pied 
are a great many accidents occurring in mines there daily. 
The result is, as Senator Ellender has so well stated, they are 
not getting a fair deal, and we hope that something is going to 
be done about that situation to see that there is better 
distribution. 

Dr. Emerson:—I understand that you are asking us to 
approve of this as a method of adjusting social errors? 

Senator Murray:—Oh no, I was just merely stating that fact 
incidental to the discussion. 

Dr. Emerson:—You are referring to the copper and not to 
the Homestake Gold Mines, where apparently very admirable 
services are provided. You are referring to the Butte situation? 

Senator Murray:—Yes. 

Senator Ellender:—Doctor, I desire to ask you one more 
question. How would you carry on this equalization of health 
service to the rest of the country? As I interpret this paper, 
in order to be equal ? 

Dr. Emerson:—I do not think there is any possible way of 
making all states equal, because some will go far ahead of 
others. 

Senator Ellender:—Yes, some wil! go further than others. 
You are the third or the fourth witness who testified this 
morning that you are in accord with doing that, and the state- 
ments so far have been general. What we would like to have 
is something specific as to how that can be carried out, because, 
as I understand this bill, that is its purpose. 

Dr. Emerson:—I believe that the mechanism that has been 
used in the past would be adequate if applied consistently now, 
the mechanism by which sums of money have been appr priated 

and made available for the use by the public of public health 
services or the grants in aid to the states for specific improve- 
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ments in the public health. Now, the sums were relatively 
small but they were extremely economically applied. They were 
applied in a way to encourage the maximum state of collabo- 
ration, the maximum of elucidation of state initiative and sup- 
port, and they were used only in those states where there was 
a perfectly obvious deficit which the state from within its own 
resources could not make up. I do not admit that there is any 
condition in New York and many other states of our part of 
the country which cannot be better corrected within the state 
and within the state government and the resources than by 
running to Washington and asking to correct it, and I am 
familiar with the serious conditions of lack of sanitation, lack 
of health services and some instances where lack of medical care 
prevails where an appeal to the federal government ought to be 
responded to. 

I believe the Public Health Service and the Public Health 
Service alone through a sufficient central body to operate any 
federal grants in aids rather than creating three different groups 
with 240-odd advisory councils to deal with those complicated 
services offered in the bill—I believe the Public Health Service 
would be sufficient. 

Senator Ellender:—To what extent would you be willing or 
how far would you go toward giving aid? What specific pur- 
poses? Would you go as far as this bill in granting aid in the 
methods that you have just suggested? 

Dr, Emerson:—I\ should be inclined to begin by applying aid 
for the fundamental protective and preventive serv ices that the 
people cannot do alone, in other words, what I would call the 
establishment of full- time county health services for the preven- 
tion of disease. That seems to me the first object of the federal 
expenditure for the assistance of states that can show that they 
cannct afford it themselves. 

Senator Ellender:—Only preventive medicine then? 

Dr. Emerson:—lI believe that to be the first object. I do not 
believe it is the function of the state or national government 
to take care of women in confinement or to take care of babies 
or te take care of other things which are the functions of the 
practice of medicine and which can be better handled by local 
communities than it can by aid from Washington. I believe 
that the most intelligent expenditure of what you might call 
stimulating money for the health of the erge would be in the 
field of prevention rather than in the of the care of the 
sick. I think the ordinary instincts cf the United States are 
sufficiently developed so that whenever it is called to our atten- 
tion that there are neglected sick people nearby in the counties 
and states, that you will find provision made to take care of 
them. But it takes a great deal of imagination and a great 
deal of statesmanship to spend for the preventive mechanism. 
The people do not see that close enough. I believe that it is 
the proper functioning of the federal government to assist the 
states that cannot do it themselves to have a really well 
developed, a well rounded full-time public health service based 
on a county and state organization. That would seem to me 
‘to be the first object and the only really immediate object for 
which this expenditure might be asked. 

Senator Ellender:—li that is true then, as I understand it, 
you are really against what this bill provides for no matter 
if it were carried out the way you suggest, that is, through a 
central office in Washington, that the government should not 
spend money for that purpose? 

Dr. Emerson:—Perhaps we are differing merely in a point 
of degree. I believe that so elaborate a plan involving so many 
different things is premature and that, until we have tried it 
on those bases which we know are necessary, it will be inadvis- 
able to commit ourselves to these others in which I believe there 
is no good evidence that our federal aid is indispensable. 

Senator Ellender:—I was just wondering, Doctor, in con- 
nection with the other hearings we had here some time ago 
as I recall it, the southeastern part of the United States, I think, 
we account for—that is most of the Southern states—14 per 
cent as I recall it of the babies of the nation, and that com- 
munity has 2 per cent of the wealth of the nation. Now. I 
am just wondering how that bocalsty can cut down that death 
rate that is so prevalent among the babies there so as to keep 
our population up? 

Dr. Emerson:—I believe that you will find that the infant 
mortality rate in those states has been declining at very muc 
the same rate as it has been elsewhere, and for similar reascns, 
the reason being better food and milk and water and care, and 
that they have benefited by the improvement of the protective 
services just as the state of New York and Massachusetts have. 

Senator Ellender:—We had a witness that testified two weeks 
ago, as I recall, who said that the death rate had declined it 
is true, but that in contrast to that the birth rate, that is, the 
number of women who have children, had declined to such an 
extent that it has new reached the point of 2.7, and 2.6 would 
he on a decline, and he further stated that if we could provide 
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for adequate measures whereby we could further cut that death 
rate among children that even with the decline in the birth rate 
we will be able to have a bigger crop of children. What have 
you got to say to that? 

Dr, Emerson:—I am afraid that is a little confused. Since 
1931 the married women of child-bearing age in the United 
States have not borne encugh girl babies to reproduce them- 
selves, so that we are now potentially facing a falling population. 
You will see this most beautifully illustrated physically at the 
World's Fair in the Hall of Man, and you will notice that 
there is no conceivable way in which by improvement of the 
death rate we can catch up with the birth rate when the number 
of babies born is not sufficient to reproduce their mothers. 

Senator Ellender:—I do not expect you to catch up with it— 

Senator Ellender (continuing) :—I mean us instead of you— 
but the point made there was that, even with the declining 
death rate, if we could better provide for those born alive we 
could raise more cf them and keep the population up. 

Dr, Emerson:—Well— 

Senator Ellender (continuing) :—-In other words, I do not 
remember the exact date which he set, but in the next twenty 
years I think he said—I may be wrong as to that—that instead 
of being 2.7, which is on the borderline, it might soon be 2.5 and 
we will simply be decreasing. 

Dr. Emerson:—There is no doubt about it decreasing. There 
is no doubt about it, and there is no statistical probability that 
we can by further reduction of the death rate alter that. The 
only wa 
Senator Ellender (interposing) :—You may prolong the time 
in which it is to come. 

Dr. Emerson:—Since 1931 we have been in a deficit position, 
and that is likely to increase. No country has found any way 
of bribing women to have more babies than they choose. 

Senator Wagner:—You did state that you are in favor of 
some legislation, but the distribution of the funds should be 
based on need? 

Dr. Emerson:—I believe so. 

Senator Wagner:—And that it should be limited to preventive 
medicine rather than to these other fields in which this bill 
attempts to give state aid ? 

Dr. Emerson:—Yes, sir 

Senator Wagner: —Would ‘you favor it if this bill were 
amended—I do not agree with you—but would you favor it if 
that was the provisions of the bill ? 

Dr. Emerson:—lf new legislation is necessary in order to 
make it possible to make federal grants to aid of states in the 
public health, I should believe it ought to be drafted and I 
assume that it is necessary to have new legislation. 

Senator Wagner:—Would you say that it ought to be on a 
matching basis or simply an outright grant to a state? 

Dr. Emerson:—Well, I believe that a state ought to show 
its good will always in asking for aid that it is willing to go a 
little further itself. That is the way these grants in aid have 
been made in the past, and I understand the principle that, if 
the federal government allows something to assist them, the 
state should stretch itself a little more to go part of the way. I 
recognize that as a sound principle. 


Afternoon Session 

After Congressman Albert E. Austin, Fourth District of 
Connecticut, appeared in opposition to the bill, the hearing pro- 
ceeded with representatives of the American Medical Asso- 
ciation : 

STATEMENT OF DR. MILTON ROBB 

Dr. Cary: We think there is another angle to this 
question of public health, particularly public education. I 
present Dr. Milton Robb, Detroit, who will speak on the 
program of health education. 

Dr. Milton Robb:—A program of health education has been 
in progress in this country for many years, initiated chiefly 
by the various state medical societies of this country, and must 


be continued in increasing amount for undoubtedly the lack 


of health education is responsible for a larger proportion of 
insufficient medical care than the absence of availability of 
medical services. 

What I have to say will specifically relate to the state of 
Michigan and her efforts in health education. However, I 
know that a duplication of these efforts can be found in forty- 
five other states, depending on their needs. 

The American Medical Association, through its Bureau of 
Health Education, has aided in every way possible the develop- 
ment of these programs in the many states, as well as the 
development of an unusually extensive one of its own. 
ot Robb then described public health education in Mich- 
igan. 

The problem is not to bring to the door of every one some- 
thing they as yet do not feel they need, but the problem is to 
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educate every one to the need for a periodic health examination 
for the prevention of disease, and early medical attention when 
signs of disease appear. 

The child with middle ear disease which is having smoke 
blown in its ears by its father or hot oil put in by its grand- 
mother for the earache, the man with an acute appendicitis 
who takes castor oil for his bellyache, the young weman with 
tuberculosis of the lungs who continues self medication with a 
cough mixture, be she rich or poor, are not having adequate 
medical care. It is obvious that the fault lies with the indi- 
vidual. If there were a doctcr on every street corner and a 
government hospital on the next square, and service could be 
had for the asking, there would still be many people who would 
not stop to get it. In other words, it is a problem for the 
educator. 

The Michigan State Medical Scciety eighteen years ago 
through its council asked the University of Michigan to 
cooperate with them in the formation of what is called the 
Joint Committee on Health Education. The objective, as set 
down at that time, was as follows: “The function cf the Joint 
Committee is to present to the public the fundamental facts of 
modern scientific medicine for the purpose of building up sound 
public opinion relative to the questions of public and private 
health. It is concerned in bringing truth to the people, not 
in supporting or attacking any school, sect or theory of practice. 
It will send out teachers, not advocates.” 

The record of these activities shows that audiences increased 
from a few hundred in 1922 to 240,000 in 1930; and those who 
served voluntarily as lecturers increased from twenty in 1922 
to 576 in 1930. 

In 1930, in the high schools of the state, assembly hours were 
granted for this purpose, and in 100 high schools five assembly 
hours a year were devoted to this program, under the direction 
of the Joint Committee cn Health Education. The audiences 
were composed of approximately 140,000 high school students. 

In addition to this, a health column was offered to the news- 
papers of the state which by 1930, through the medium of some 
sixty daily and weekly newspapers, reached an estimated num- 
ber of 2,000,000 readers. 

In 1931 the depression caused the withdrawal of most of the 
supporting contributions, and therefore the program was greatly 
curtailed. 

In 1935 the committee decided on a renewal of these activities 
and increasing the scope of the program. At this time it 
became evident that other professional and lav organizations 
would add to its effectiveness. Previously there had been 
thirteen health agencies of the state interested in supporting 
this health education plan. Bava 

At the present time practically every organization connected 
with education and more particularly health education 1s 
included in its membership. 

For the past two years the activities of the committee have 
centered on two programs, one on school health and the other 
on adult health. The subcommittee on health education in 
schools is composed of leading educators in the health sciences 
and in the school system of the state. 

In Michigan the expense of the entire public health education 
program was borne by contributions from the various organiza- 
tions comprising the committee and other Michigan philanthro- 
pies and not from the taxes of the state. 

The American Medical Association has been extremely active, 
as I stated before, in health education, and the following sum- 
mary is based on information in the files of the Bureau of 
Health Education for 1938. [Here Dr. Robb summarized the 
work of the Bureau of Health Education for 1938 as shown 
by the Board of Trustees report. ] 

This review of the health education activities of the American 
Medical Association is offered as evidence of its established 
policy to disseminate scientific information pertaining to health 
and medical services. 

Thus praying for the continued extension of health education 
in the interest of still better national health, allow me to repeat 
in conclusion that the lack of health education is responsible 
for a larger proportion of insufficient medical care, regardless 
of station in life, than the absence of availability of medical 
service. 

Senator Wagner:—That is interesting and I agree with every- 
thing that is said, but don’t you think that there are many 
people in the low income group that you do not reach with 
this worthy type of educational service? 

Dr. Robb:—I presume there are some that are not interested 
in reading. We do try to cover the entire population in every 
way, and in our efforts we have what we thought made a rather 
successful attack. It is rather peculiar—I have always felt 
that they may know about where to get the grocer and the 
butcher, but sometimes they do not seem to find out where they 
can get the best type of medical service that can be given. 
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Senator Wagner:—Are there not many that have not the 
means to pay for that service? 

Dr, Robb:—Yes, but in Detroit I know and in the state of 
Michigan we have a number of organizations that take care of 
them entirely free and have always done so, so I do not believe 
that that is much of a factor if at least they will only know 
where to go. 

Senator Thomas:—Doctor, I am assuming that you believe 
so much in health education programs that your association is 
supporting fully the general education bill now pending? 

Dr. Robb:—I cannot tell you that. 

Senator Wagner:—You would not oppose it just because it 
was a federal activity instead of a state activity? 

Dr, Robb:—Not unless the people at home who I feel know 
all of the needs vote for it. 

Senator Wagner:—Are you opposed to this bill ? 

Dr. Robb:—I do not know the bill, Senator. 

Senator Murray:—Your theory is that the health education 


‘program would contribute largely to overcoming the conditions 


that are sought to be remedied by this bill? 

Dr. Robb:—1 believe it will overcome a great deal of it if 
we can advise the people where to go for that service. 

Senator Taft:—Your experience shows that a state can do 
it without federal aid if they go out and do it. 

Dr. Robb:—It has been done pretty generally in the state 
of Michigan and we have quite a big state. 

Senator Wagner:—Haven't you any aid from the federal 
health service at all? 

Dr, Robb:—I believe that we have gotten some; I cannot 
state how much. 

Senator Wagner:—How about maternity and child care? 

Dr. Robb:—I am not able to answer that phase of it. 

Senator Murray:—Your knowledge of the conditions pertains 
particularly to the big industrial centers ? 

Dr. Robb:—Yes, sir. 

Senator Murray:—Not so much to the rural sections? 

Dr. Robb:—I have been president of the state society and 
president of the local society. I covered the state of Michigan 
pretty thoroughly for a period of two years when I was presi- 
dent, and I am in contact with that, so that at least at that 
time I was and have been to some extent and since, and I 
believe that Michigan has made a good stand in the handling 
of its problems and they have been difficult ones. 
oon Thomas:—Your program has been in existence since 


Dr. Robb:—Yes, sir, eighteen years. 

Senator Thomas:—What states preceded you in such a 
program ? 

Dr. Robb:—I don’t know of any one. 

Senator Thomas:—You do not? 

Dr. Robb:—There are twenty-five other states at present 
doing some type of health education and postgraduate health 
education. 

Senator Thomas:—You are familiar with the interdepart- 
mental social hygiene work right after the war, are you not, 
Doctor ? 

Dr. Robb:—I know the name; I do not know its activities. 

Senator Thomas:—That was a federal aid project. Would 
you favor it? 

Dr. Robb:—Do you mean in Detroit? 

Senator Thomas:—No, in the country. 

Dr. Robb:—So far as education is concerned? 

Senator Thomas:—So far as health education of a certain 
type is concerned. 

Dr. Robb:—I cannot answer that. 

Senator Thomas:—Did it ever force any of its money on a 
state against its will, do you know? 

Dr. Robb:—Not that I know of. 

Senator Wagner:—Are you familiar with the experiments 
going on in Detroit that I have been informed about of treating 
tuberculous cases ? 

Dr. Robb:—I know something of their program. 

Senator Wagner:—lIt has been successful up there, hasn't it? 

Dr. Robb:—Yes, it has, and it has been a cooperation on 
the part of the physicians of the local community. 

Senator Wagner:—Yes; we want that cooperation, too. 

STATEMENT OF DR. WINGATE M. JOHNSON 

Dr. Cary:—Mr. Chairman, the next subject which we wish 
to bring before you we have divided into two parts, thinking 
that we could cover it better that way. I present Dr. Wingate 
M. Johnson of Winston-Salem, N. C., a general practitioner 
from North Carolina. 

Dr. Wingate M. Johnson, Winston-Salem, N. C., former 
president, North Carolina State Medical Society :—Mr. Chair- 
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man and Members of the Committee: The Wagner bill pro- 
vides for the appropriation by the federal government, within 
the next three years, of $158,000,000 “to construct and improve 
needed” general hospitals in the United States, besides an 
unlimited amount for hospitals for tuberculosis and mental dis- 
ease. The bill also requires the states involved to spend 
approximately an equal amount. Before authorizing such a 
huge appropriation, the custodians of the people’s tax money 
will, of course, want to be sure that it is needed. 

According to the latest statistics available—for 1938—there 
were 6,166 registered hospitals in the United States, with 
approximately 1,200,000 beds. Of these beds a daily average 
of 195,674 were empty. The number of hospital beds occupied 
for the United States as a whole was 68.9 per cent, varying 
from 53.6 per cent in Mississippi to 73.3 per cent in Michigan. 
Furthermore, the proportion of empty beds for 1938 showed a 
definite increase over 193 

From 1927 to 1938, while the population of the country was 
increasing only 8.9 per cent, the number of registered hospital 
beds increased by 36.1 per cent. The ratio of beds to population 
increased from 2.9 per cent to 3.3 per cent. During 1938 the 
growth in registered hospitals added 101 beds for every day in 
the year, including Sundays and holidays. Before spending the 
taxpayers’ hard-earned money for the wholesale building of new 
hospitals, would it not be well to wait until we are utilizing 
those we have? In deciding the question we should remember 
that the population of our country is rapidly coming to a 
stationary figure. From early colonial times to 1860, every 
decade heed an increase in population of more than 30 per 
cent. In 1860, however, the curve of growth began steadily 
to flatten. For the decade ending in 1940 we may expect only 
7 per cent increase. 

Another fa.i to consider, before we launch on a program for 
erecting additional tuberculosis hospitals, is that the number of 
tuberculous patients in the United States is rapidly decreasing. 
In 1904 there were 280 deaths from the Great White Plague 
per hundred thousand; in 1937 there were fifty-six—exactly one 
fifth as many. 

It is true that the amount of mental illness in the United 
States is increasing; but even so hospitals for nervous and 
mental diseases had 29,485 empty beds in 1938, as compared 
with 23,710 in 1937. This increase could be explained by two 
principal reasons: First, these hospitals have grown in number 
and in capacity far more rapidly than have the general hospitals ; 
second, the dramatic results of insulin and metrazol therapy in 
dementia praecox and of fever therapy for paresis have shortened 
the hospital stay of numerous patients. 

Likewise in our general hospitals the stay of the average 
patient is steadily being shortened. Many prolonged diseases 
such as typhoid fever and dysentery have been virtually exter- 
minated. The acute respiratory diseases which have largely 
replaced them are of shorter duration. Furthermore, modern 
medical science has found ways to shorten the duration of many 
diseases other than mental ; for example, serum, x-rays or sulfa- 
pyridine for pneumonia. Recent surgical advances have short- 
ened the postoperative periods of many conditions. 

The argument oftenest heard is that, while the thickly settled 
states have ample hospital facilities, those with a high ratio of 
rural or small town population are really suffering. Last July, 
during the National Health Conference, a radio program entitled 
“The Fight Against Death” was broadcast over the NBC net- 
work. According to the station announcer it was presented by 
the United States Public Health Service and the Department 
of Interior Office of Education. In melodramatic form it told 
the story of a man slowly dying of cancer. He had “had every 
doctor in the country,” but not one had diagnosed his ailment. 
Just before the end he was carried in a hearse to a hospital 
300 miles away, where the great diagnostician who saw him 
there had to tell his wife that the poor fellow must die in a 
few hours of cancer. The play ended with a Voice—presumably 
from the clouds—saying “Jim need not have died had there 
been in his state a cancer center where he might have gone for 
good care.” 

This cruelly unjust broadcast left the impression on the public 
that the average doctor is not competent to recognize cancer, 
that there must be a specially equipped diagnostic center for 
this purpose, and that hospitals are widely scattered. On the 
contrary, a recent survey of the American Medical Association 
showed that less than 2 per cent of the population are more than 
30 miles from a registered hospital; and 30 miles on modern 
hard surface roads now means less than did a mile of dirt road 
in horse and buggy days. 

The consummation so devoutly to be wished, of bringing hos- 
pital facilities within the reach of the low income groups, will 
not be reached by building more hospitals than we need. Rather, 
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to do so would make for greater hospitalization cost. To with- 
draw some of the patronage from hospitals now in operation 
would necessarily add to the administrative cost per patient. 
Again, the expense of building, equipping and maintaining new 
hospitals would have to be borne by somebody. Instead of using 
tax money to build superfluous new hospitals, why not use it 
to pay for the necessary hospitalization of the medically indigent ? 

Within the past several years, millions of American people 
have enrolled in voluntary hospital insurance plans to assure 
themselves of hospital care in time of need. Have those 
who draited this proposed legislation considered the effect 
on their voluntary hospitalization plans that would inevitably 
follow this proposed bill to become a law? The Wagner health 
bill makes no promises for safeguarding or encouraging volun- 
tary associations that have long been operating to the benefit 
of millions of workers in the United States. These voluntary 
organizations and mutual associations represent a commendable 
effort on the part of their members to make provisions for assis- 
tance to their own members for the use of funds and in many 
instances maintenance of their own hospitals without the use of 
governmental funds. 

Senator Wagner:—You feel then that there is no need for 
the development of any new hospitals, that if money is to be 
expended it should be expended in the way of making it possible 
for indigent people suffering from disease to be able to avail 
themselves of the opportunities that are now existing? 

Dr, Johnson:—Yes. 

Senator Taft:—What is the situation in North Carolina? Is 
there an ample supply of hospitals ? 

Dr. Johnson:—Yes, we are adequately supplied with hospitals 
for the most part. 

Senator Murray:—Of course you recognize that in some sec- 
tions of the country that is not always true? 

Dr. Johnson:—It is true that in some of our counties there 
are no hospitals, but they are within reach of hard surface roads. 

Senator Murray:—For instance, in my city of Butte we have 
hundreds of tuberculous or silicotic patients that were unable 
to have access to the only institution in the state that undertook 
to care for that. They were dying on the street as the result 
of not having adequate hospitalization, That probably is true 
in a great many sections of the country. 

Senator Ellender:—Dr. Johnson, how many hospitals have 
you in the state of North Carolina that are entirely dependent 
on or entirely maintained by the state? 

Dr. Johnson:—That are entirely maintained by the state? 

Senator Ellender:—Yes. 

Dr. Johnson:—Two tor tuberculosis, two for mental diseases— 

Senator Ellender (interposing) :—I meant general hospitals. 

Dr. Johnson:—We have no general hospitals maintained by 
the state. We have a number maintained by the towns. 

Senator Ellender:—How many have you by counties that are 
maintained out of public funds? 

Dr, Johnson:—We have few if any general hospitals main- 
tained by public funds. 

Senator Ellender:—You stated on page 3 of your statement 
that, instead of using money to build hospitals, the money 
ought to be used to care of indigents. Just how would you do 
that, Doctor ? 

Dr, Johnson: -—Certainly, I think that so far as it can be done 
it should be done by each community as the need arises. 

Senator Ellender:—Out of funds raised how? 

Dr. Johnson:—Out of funds raised in the local communities. 

Senator Ellender:—You would not want the government in 
any wise to help? 

Dr, Johnson:—1 think in exceptional instances it might be 


that way. 

Senator Taft:—Would it be part of the general relief 
program ? 

Dr, Johnson:—Yes, sir, it would be part of the general relief 
program. 


Senator Taft:—And in which the states of the nation might 
participate according to the size of the state? 

Dr, Johnson:—Yes. 

Senator Ellender:—Would you want the presently existing 
hospitals, that is the private hospitals, paid by some govern- 
mental agency whether it be local, state or national, paid the 
expenses of the inmates who come there for attention? 

Dr, Johnson:—Yes, I think that would be far preferable to 
building federal hospitals and in competition with these private 
institutions. 

Senator Ellender:—Would you know what the cost per person 
would be, about, in North Carolina? 

Dr, Johnson:—Approximately $4 a day; $3.50 to $4 a day. 

Senator Ellender:—What service does that include other than 
the hospital room? 
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Dr, Johnson:—It includes the hospital room, the general nurs- 
ing care, the board and the simple medicines. 

Senator Ellender:—It would not include medical care? 

Dr, Johnson:—It would not include medical care, no, sir. 

Senator Wagner: :—Doctor, I was interested in your answer 
that the medical cases in the state ought to be treated just as 
relief was treated. Is that your idea? 

Dr. Johnson:—The indigent medical cases? 

Senator W'agner:—Yes. 

Dr, Johnson:—Yes. 

Senator Wagner:—Just as you provide relief? 

Dr, Johnson:—Yes. 

Senator Wagner:—Do you mean by the state or the federal 
government or how? 

Dr, Johnson:-——By the state if possible. 
we are capable of taking care of our own. 

Senator Wagner:—Not by the federal government ? 

Dr. Johnson:—No. 

Senator Thomas:—Do you think your state is able to take 
care of all the relief in North Carolina? 

Dr. Johnson:—Our state pays about five times in federal 
taxes what it gets back in relief funds. 

Senator Murray:—It pays it indirectly though, doesn’t it? 
It is collected from the people out in Montana where I live and 
people all over the country— 

Dr. Johnson (interposing) :—Yes, that smoke cigarets. 

Senator Ellender:—Out of my state, too. And also in New 
York, isn’t that so, Senator Wagner ? 

Senator Wagner:—Yes. Then you do need some federal 
funds for relief, don’t you? 

Dr, Johnson:—I\n some sections of the state. 

Senator Thomas :—How else would you equalize your returns 
from federal taxation if you did not get something from the 
federal government ? 

Dr, Johnson:—Our people are human enough to take federal 
money if they can get it, of course. 

Senator Thomas:—Are you in favor of cutting out all federal 
relief from the people of North Carolina, who, you say, pay 
more taxes than they get from those benefits ? 

Dr. Johnson:—Not so long as we have to pay those taxes. 

Senator Thomas :—Then why do you say that you are in favor 
of everything coming right from the local community ? 

Dr. Johnson:—Because the local communities feel the need 
most and know best how to cope with it. 

Senator Taft:—You mean that the primary responsibility is 
that of the iocal community, and if they have not got enough 
resources they can get the money from the state or the federal 
government if necessary 

Dr. Johnson:—That 1s - the idea, 

Senator Murray:—What happens in your state when you have 
a surgical case where an injured person needs an operation and 
there is no state or local provision for taking care of those 
cases? 

Dr. Johnson:—In most parts of the state there is. 

Senator Murray:—In most parts of the state? 

Dr. Johnson:—Yes. I don’t know any parts of the state where 
a patient could not have a necessary operation whether he is 
able to pay for it or not. 

Senator Murray:—Is it not true that frequently people are 
taken to a hospital and won't be given admission unless the 
costs are guaranteed in advance, friends have to hustle around 
the city to secure promises or pledges to take care of the case 
before it will be accepted ? 

Dr, Johnson:—That may be true in a few strictly private 
hospitals, 

Senator Murray:—You know of a great many instances of 
that kind, do you not? You have heard of a great many 
instances of that kind where an operation was going to cost 
$250 and the people are absolutely poverty stricken and have 
no means, and they have to get somebody to come in and agree 
to pay that money if they are going to be taken care of? 

Dr, Johnson:—In thirty years of practice | have not known 
of one single instance like that to happen in my observation. 

Senator Ellender:—What part of North Carolina do you live 

n? 


In our state I think 


Johnson :—W inston-Salem. 

Senator Ellender:—That is the tobacco center. 
poverty there? 

Dr. Johnson:—While it is the wealthiest town of the state, the 
wealth is in the hands of a comparatively few. We have more 
poor people and more rich people than any other town in the 
state, but we take care of our poor people. 

Senator Ellender:—Do you have a municipally owned hos- 
pital there? 

Dr. Johnson:—Yes. 


You have no 
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Senator Ellender:——Oh, that is the reason. How much does 
the municipality spend per year to take care of that community ? 
Dr. Johnson:—I think it will average between $15,000 and 


Senator Ellender:—How many other cities or counties in your 
state are there that do have publicly owned hospitals of that 
kind where they can give service to these indigent people? 

Dr. Johnson:—There are quite a number; | could not answer 
offhand. 

Senator Taft:—Is it not true that, as in most states, where 
there is no publicly owned hospitals there is an appropriation 
to take care of indigent patients in privately owned hospitals? 

Dr. Johnson:—Yes. For instance, in our hospital we take 
care of a great many patients from adjoining counties which 
have no hospitals. 

Senator Ellender:—Do you know about how much morey 
the state of North Carolina — for that purpose? 

Dr. Johnson:—No, I do n 


STATEMENT OF DR. R. LLOYD SENSENICH 

Dr. Cary:—Mr. Chairman, I present Dr. Sensenich of South 
Bend, Ind. 

Dr. R. L. Sensenich, South Bend, Ind., member of the Board 
of Trustees of the American Medical Association :—Mr. Chair- 
man and Gentlemen of the Committee: I should like if I may 
to submit the material for the record which I have prepared. 
To save your time, may I briefly touch the high spots? 

Senator Murray:—Your statement as prepared will be copied 
in the record. 

Dr. Sensenich:—The American Medical Association in its 
House of Delegates in session in Chicago in September 1938 
took action indicating its approval of the expansion of general 
hospital facilities where need exists. In fact, the American 
Medical Association has never opposed and has always encour- 
aged the establishment of hospital facilities of acceptable stand- 
ards wherever such facilities were needed. 

Approval could likewise be given to the purpose of the 
Wagner Heaith Bill to the degree that its purpose would be 
directed to the provision of “needed hospital facilities,” as the 
term hospital is defined in common usage, in areas suffering 
from severe economic distress, and in rural areas needing hos- 
pitals which cannot otherwise be provided. However, examina- 
tion reveals that, in its provisions, old terms are to be defined 
with newly designed meanings. The indications of “need” are 
to be loosely interpreted, tried practices are to be infiltrated with 
new agencies and undefined working agreements, and federal 
control is to be obtained through gifts of money derived from 
taxes. Such methods and the suggestion of undisclosed objec- 
tives make approval impossible. 

It must be pointed out that “hospital facilities,” as used in 
the action of the House of Delegates, applies to hospital build- 
ings, equipment, nursing staff and necessary personnel, to be 
available for the treatment of the sick of a given community 
by qualified physicians who reside and practice in that com- 
munity. The action of the Delegates did not endorse federal gov- 
ernmental domination of local communities through subsidies 
obtained from taxes, as to the establishment, policy or manage- 
ment of hospitals for local patients in their respective com- 
munities. It should also be clear that the action of the Delegates 
did not approve of burdensome taxing programs for support of 
new undefined types of institutions and it did not approve of 
centralized, bureaucratic control of the medical care of the 
people by governmental agencies. 

The House of Delegates of the American Medical Associa- 
tion on May 17, 1939, took action opposing the Wagner Health 
Bill (S. 1620) and pointed out certain principles on which it 
based its opposition. The report of that action is already in 
your hands. 

No formula is proposed in this bill by which needs for 
increase in hospital facilities shall be determined. “Where need 
exists” must be recognized as a proper restriction, requiring 
consideration of scientific and practical factors as well as theo- 
retical and economic indications. It is self evident that the 
population of a community and average occurrence of types of 
illness requiring hospital care determine the need for beds. 
However, hospitals and special equipment for diagnosis and 
treatment are useless tools without trained phy sicians. On 
the other hand, a physician trained in a specialty in medicine 
would not long retain his skill or usefulness as a specialist in 
major surgery, diagnostic procedures or other special treat- 
ment if diseases requiring such care oceur only infrequently in 
that community. Special hospital equipment does not alter that 
situation. 

The permanence of the hospital project from the standpoint of 
probable future “needs’’ and sources of income of the popula- 
tion in relation to existing or proposed facilities is of the great- 
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est importance. It is self evident that the local community for 
which the hospital facility is planned and which must later 
support it should have a major voice in determining its own 
need and the manner in which it shall be met. The opinions of 
well informed local citizens concerning needs and maintenance 
should be given consideration, and general hearings should be 
held in which citizens may be heard before hospital construction 
is determined on. This bill makes no provision for such safe- 
guards. 

Turning to the report of the Technical Committee on Med- 
ical Care to the Interdepartmental Committee to Coordinate 
Health and Welfare Activities as a probable source of material 
from which the estimates of needs for hospital facilities used 
in the preparation of this bill may have been obtained, we find 
the statement that 1,338 counties of the United States do not 
contain a registered general hospital. These counties are said 
to contain about seventeen million people. Although the report 
admits that many of these counties are not populous, the impli- 
cation carried is that this number of people are without needed 
hospital facilities. Without questioning the need of hospitals in 
some of these 1,338 counties a closer study of the distribution 
of hospitals reveals that the use of the boundaries of counties 
as a basis of determining availability of needed hospital facilities 
is misleading. For example, in the state of Illinois there are 
twenty-six counties without hospitals, but there is no part of 
any one of these counties which is not within easy reach of 
hospitals in neighboring counties. Other studies indicate that 
there are relatively few population groups of sufficient numbers 
to justify the provision of hospital facilities who do not have 
such facilities of acceptable standards reasonable accessible. 
With good roads and modern transportation the very small 
hospital is subject to the same influences as have largely elim- 
inated the little red schoolhouse and the small county tubercu- 
losis camp. With the consolidation of these facilities into larger 
units has come greater elasticity in meeting varying demands, 
better equipped institutions, better trained personnel and better 
standards of medical care. Transportation. distances are fre- 
quently little greater than those necessary in the larger cities, 
and the patient can be conveyed with less disturbance than in 
city traffic. 

For the foregoing reasons it must be recognized that boun- 
daries of governmental units cannot be used as a measure of 
hospital needs. Local conditions and distances must be studied 
in each instance. Likewise the population of a community alone 
is not a dependable guide to needed general hospital beds, and 
consideration must be given to varying conditions of housing 
and group social tendencies which are local in character. 

The use of the 5.2 beds per thousand of population in the 
large city counties or 4.7 per thousand of population esti- 
mated in the metropolitan and adjacent areas in 
of the states as a formula for hospital needs to be applied to 
the rural areas is not warranted. Not every minor illness can 
be hospitalized, and the average rural resident, well housed, still 
prefers to be treated for his less serious illness in his home; 
whereas, in large cities people who live in small apartments, 
with other members of the tamily employed away from home, 
more frequently go to the hospital for even the slightest disa- 
bility. Studies by the Council on Medical Education and Hos- 
pitals of the American Medical Association show incontro- 
vertibly that many of those areas now having the smallest 
number of beds in proportion to the population have the largest 
percentage of empty beds. 

The average duration of stay in hospital per patient has 
declined steadily for some time. As a result, existing hospitals 
may now care for a greater number of patients per year 
without increase in the number of beds. Since 1931 the average 
duration of a patient’s stay in a general hospital has been 
reduced from 14.3 to 12.5 days. This represents a reduction of 
12.5 per cent, or one eighth, in the time spent in the hospital. 
Such a decrease in the average stay obviously permits a larger 
number of patients to be cared for with the same physical facili- 
ties. If there had been no reduction in the length of stay of the 
average patient in general hospitals in 1938, 60,000 empty beds 
would have been filled. One cannot predict what further reduc- 
tions may be made in the average duration of the patient's stay 
in the hospital, but progress in medical science continuously 
tends to shorten periods of hospitalization. Recent advances in 
the treatment of pneumonia and other infectious diseases should 
be reflected in a further reduction in the average hospital stay. 

The bill authorized the appropriation in three successive years 
of 8, 50 and 100 million dellars respectively for the purpose of 

consteugins and improving general hospitals. Under sections 
1202, 1203 and 1204, financial participation by the states is 
required, The extent of this participation will probably vary 
irom state to state, but assuming that on the whole the con- 
tributions of the federal government will be on a_ fifty-fifty 
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basis ! there will be available for the construction and improve- 
ment of government-owned general hospitals, in the fiscal year 
ending June 30, 1940, $16,000,000, in 1941, $100,000,000, and in 
1942, $200,000,000. Taking $4,000 2 as the average cost per bed 
of general hospitals, it would seem that this bill makes provision 
for the addition of 4,000 general hospital beds in 1940, 25,000 
general hospital beds in 1941 and 50,000 general hospital beds 
in 1942. The 79,000 beds which may be added under the 
provisions of this bill relate only to government-owned hospitals 
and do not include such enterprises, public or private, as may 
be undertaken without the stimulus of a federal subsidy. 
recent study indicates that there are now 349 hospitals under 
construction or projected, without federal subsidy. 

From the chart it will be seen that over the eleven year 
period 1928-1938 inclusive the average rate of increase in the 
number of beds in general hospitals was 1.9 per cent. The 
increases proposed in the Wagner bill amount to a total of 
79,000 beds, 16.2 cond we in three years, or an average rate 
of increase of 5.4 p pe 

In 1938 the na "poapiisds of the country were filled to 
68.9 per cent of their capacity; 31.1 per cent of the beds were 
unused. 

li the addition of hospital beds alone is proposed, the wisdom 
of a threetold multiplication of the normal rate of hospital 
facilities should be seriously questioned. 

Tuberculosis hospitals differ from general hospitals in that, 
as tuberculosis is a transmissible disease, isolation and training 
of the patient for the safety of others is of importance. The 
course of the disease is chronic and periods of hospitalization 
are longer. However, progress in surgical treatment of tuber- 
culesis has very greatly reduced the average period of needed 
hospital care. Institutions receiving only early cases have been 
able to reduce their average stay per patient from a year or 
more to a few months. Institutions for the treatment of tuber- 
culosis are, as a consequence, able to care for more patients 
per year in proportion to the total number of beds than ever 
before. The shorter periods of hospitalization depend to a great 
extent on early recognition of the existence of tuberculosis and 
therefore early treatment. This is accomplished by education of 
the public and net primarily by the existence of hospitals. 
Tuberculosis hospitals are needed in some areas but hospitals 
without coordinated educational efforts are ineffective. 

Small county institutions cannot readily provide facilities or 
medical men skilled in modern surgical treatment of tubercu- 
osis. Later tendencies have been to the erection of larger 
institutions functioning as district hospitals although owned by 
large populous counties or by the states. Modern roads and 
transportation have removed all justification for the small lecal 
boarding-house type of tuberculosis hospital. The ratio of beds 
needed depends on local conditions and the educational possi- 
bilities of the community. The rapid reduction in the number 
of cases of tuberculosis has made any need of great hospital 
expansion in the major number of the states improbable. The 
per diem cost of maintenance is influenced by local conditions. 

Hospitalization of mental patients presents requirements dif- 
fering from those of the general hospital because of the factor 
of necessary custodial care of patients, the predominance of 
cases running a chronic course, and the high percentage of 
incurables. Admissions have increased but progress has been 
made in reducing the average period of hospitalization. Recent 
advances in treatment of some types of mental diseases may be 
reflected in still shorter periods of confinement to institutions. 

Experimental studies are being made in caring for certain 
early cases of selected types of mental disorder, presumably 
curable, in general hospitals to avoid confinement. to hospitals 
designated fer the insane. Nothing — be done by govern- 
mental agencies to discourage these effor 

A special survey by the Medical Association 
reported in 1936 the overcrowded condition of existing institu- 
tions and stressed the need for expansion of facilities. How- 
ever, there has been much building since then, and reports 
indicate nearly 6,000 more empty beds in mental hospitals in 
1938 than in 1937. The per diem cost depends on local con- 
ditions and kind of cases treated. 

Section 1202 of title XII of the bill provides that the 
allotment of funds shall be determined in accordance with rules 
and regulations prescribed by the Surgeon General of the Public 
Health Service with the approval of the Secretary of the 
Treasury. Consideration of (1) the needed additional hospitals, 
and (2) the financial resources is required. Time will be 
required for investigation after such regulations have been 
prescribed, in the event this bill should pass. 

Studies made by the American Medical Association indicate 
that the need for additional hespital facilities has been greatly 


1. National Health Conference, July 18, 19, 20, 1938, p. 39, line 21. 
2. National Health Conference, p. 39, line 6. The Interdepartmental 
Committee uses $3,500 as the average cost per general hospital bed. 
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overestimated, the lack of medical care overcolored and the 
proposed expenditures extravagant. There is also much reason 
to doubt that reasonably proved needs could be found and any 
substantial portion of the proposed appropriations be wisely 
expended in the time proposed in this bill. A rapid widespread 
construction program without sufficient study would be inexcus- 
able. Too great dislocation of normal production of special 
and technical hospital equipment sheuld be avoided. A shortage 
of trained hospital personnel must be considered. The effect 
of introduction of central federal control of. policies of purely 
local hospital facilities through control of subsidies might readily 
outweigh any benefits to be derived from contributions of 
federal funds. 

It is not clear whether the government under this bill pro- 
poses to assume responsibility for an indefinite period for aid 
in the care of all tuberculous patients and those suffering from 
mental disease. However, if need for federal assistance in 
certain communities should be established, the per diem pay- 
ments should be made on certification by properly constituted 
authority as to the number of patients treated who were eligible 
for treatment. Such reports would then be subject to examina- 
tion and audit by the federal government. Major governmental 
machinery or federal domination of local administration is not 
justified. 

Hospitals for treatment of the tuberculous have a record of 
outstanding achievement in assisting in the reduction of sickness 
and death from tuberculosis. They have associations which 
provide opportunity fer interchange of information developed 
in scientific research and experience in management and opera- 
tion of these special hospitals. It is improbable that "they 
would feel the need of federal governmental interference in 
already well functioning institutions. This interference would be 
especially objectionable in that the federal agency would secure 
demination by acquiring control of funds now available to the 
institution from taxes. States financially sound and_ with 
adequate facilities would be forced to accept subsidies and 
federal domination in order to secure return of any part of the 
pooled federal funds to which they would be forced to con- 
tribute heavily in taxes. 

Senator Ellender:—You do not find any language in this bill 
that would give the federal government that right that you 
have just mentioned, do you, Doctor? 

Dr. Sensenich:—It is not a right, sir; I did not say it was 
a right. It is what the state would have to do to get any 
return on its taxes. There would be stimulation to the state 
from the standpoint of saying that you may have a subsidy if 
you match it with taxes. 

Will you pardon me until I finish, and then ask me that? 
I do not mean to be discourteous, but I am sure that you under- 
stand and I think that what follows will answer that. 

Senator Ellender:—That is all right; I understand perfectly. 

Dr. Sensenich:—Control of management and personnel and 
domination of policies of existing institutions in this manner 
would be secured by capitalizing on the need of the few. 

The required submission of plans by each local community 
which might seek to avail itself of the vague provisions of 
this bill leave much to the executive action of those who 
administer it. Therefore, the best interests of the public require 
proper qualifications by training and experience of those who 
would administer or advise in the provisions of this bill, having 
to do with the facilities for medical care. 

It is not required in the bill that any executive concerned in 
the administration of the proposed act shall have had experi- 
ence in these matters involved in the actual delivery of medical 
service. The Surgeon General of the Public Health Service, 
who is named as administrator, is primarily concerned along 
lines of general health service not directed to treatment of the 
individual. Although that official might be specially trained 
and an outstanding administrator of the Public Health Service, 
he may have had little contact with hospitals and no experience 
in the practice of curative medicine. Interest and experience 
along the lines contemplated in this bill might vary greatly 
between different incumbents of that office. 

The Surgeon General of the Public Health Service is author- 
ized in the bill to establish an advisory council or councils. 
No statement is made as to the manner of selection of the 
members of this group. The bill likewise fails to invest this 
body with any authority or indicate that its recommendations 
need be considered by the Surgeon General in the administra- 
tion of the act. Depending on the qualifications of its members, 
such a group might be helpful to the Surgeon General by the 
contribution of information based on experience or it might be 
organized and used for the purpose of overcoming resistance 
to plans believed by the medical profession to be detrimental 
to standards of work and the best interests of the public. 
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State plans on which allotments are to be made by the Sur- 
geon General of the Public Health Service are required to 
provide for “state agencies” of vague description but with 
authority to make and publish rules and regulations, which 
have the effect of law. They are to be advised by advisory 
councils of uncertain qualifications and influence. Through 
working agreements with agencies concerned with welfare, 
assistance, social insurance, workmen's compensation, labor, 
industrial hygiene, education or medical care, governmental 
control may extend into the most intimate personal matters of 
labor, welfare and medical care of each individual. 

It would seem unlikely that a surgeon general of the Public 
Health Service would wish to have the responsibility for the 
administration of such an indefinite and all inclusive act; at 
any rate, the enactment of such a law would be contrary to 
public policy. 

The federal government should have no part in the program 
of any needed expansion of hospital facilities other than that 
any allotment of funds should be honestly expended in the 
erection of the hospital facilities according to local and state 
plans previously agreed on. Federal payments in maintenance 
where needed should be made on certification by a legally con- 
stituted authority that service has been provided for certain 
individuals eligible for such treatment. The government should 
have the right to make necessary examinations and audits to 
determine the correctness of those accounts. However, the 
federal government should have no authority to dominate the 
policies or personnel of the hospitals or to make working agree- 
bents binding the community directly or indirectly i in the opera- 
tion of its hospitals. No extensive plan is needed. 

From the definition of the term hospital as used in the title, 
“includes health, diagnostic and treatment centers, institutions 
and related facilities,’ it is evident that more is contemplated 
under the proposed legislation than is ordinarily included under 
the term of hospitals. Otherwise there yould be no reason for 
introducing this vague and all inclusive definition. It is noted 
that the Technical Committee in its report proposed the con- 
struction of 500 health and diagnostic clinics in areas in which 
the individual does not have convenient access to hospitals. 

A plan for the establishment of clinics for the diagnosis and 
treatment of ambulant patients in areas already supplied with 
physicians should be weighed carefully from the standpoint of 
the ultimate best medical service to the community as a whole. 
If the clinic contemplated would encourage the patient to 
present himself directiy to the clinic for examination and treat- 
ment, it would not offer anything superior to dispensary ser- 
vice. The latter type of service lacks needed medical history 
of other illnesses and treatment, and opportunity for observa- 
tion. This tends to detachment of interest, and the responsi- 
bility of the medical staff member to the patient is soon replaced 
by responsibility only to the system which employs him. There 
is reason to believe that the service would not be superior to- 
that offered by physicians in the community. 

Such a clinic is an outgrowth of the view entertained by 
some that Medicine can be “depersonalized’’—that the physical 
man can be treated without intimate knowledge as to his emo- 
tional: stresses and the effects of his contact with his environ- 
ment. 

The establishment of clinics for treatment of ambulant 
patients only assumes further that the individual may have one 
physician for illnesses in which he is ambulant and another 
when he is confined, without loss of values which are of impor- 
tance in the best medical service. Obviously these are faulty 
assumptions, 

It must be recognized that the private physician will still be 
necessary to attend patients who are not able to go to the clinic. 
The well trained private physician, with a closer and more 
personalized service to the individual and his family in their 
home, will give good medical service to more people. He 
should be given every opportunity and assistance to increase his 
usefulness, and governmental machinery should not be _per- 
mitted to impair it. The operation of large diagnostic and 
treatment clinics recently established in very populous centers 
of impoverished people cannot be fully evaluated on so brief 
experience. Obvicusly, it cannot be translated into terms of 
small rural areas. 

Ii the establishment of new types of institutions is contem- 
plated, this should be omitted from the proposed effort to 
improve hospitalization facilities. Such plans should be left for 
consideration after time for a longer observation of existing 
units and of study of needs, if any remain, after needed expansion 
of hospital facilities has been accomplished. 

The government may enter directly into the medical care of 
the individual under the provision for “working agreements” 
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between the state health agency and “any public agency” admin- 
istering related services “including welfare, assistance, social 


insurance, workmen's compensation, labor, industrial hygiene, 
education or medical care,’ as provided in paragraph 9 of sec- 
tion 1203. Studies and demonstrations of undefined character are 
provided for under section 1208 of this title. It is clear that this 
bill, which permits control of the medical care of the individual 
by ‘undefined governmental agencies given authority to impose 
regulations and enforce compliance by control of tax funds, is 
not in the best interests of the public and should not be enacted. 

The bill specifies that funds will be allotted only to provide 
hospital facilities to be owned by the state or its political sub- 
divisions. 
hospitals, community general hospitals and other hospitals which 
have given us the best hospital service in the world. 

Emphasis was placed by the House of Delegates in the meet- 
ing of September 1938 on the following: “The hospital situation 
would indicate that there is at present greater need for the use 
of existing hospital facilities than for additional hospitals.” It 
was further suggested that “the stability and efficiency of many 
existing church and voluntary hospitals could be assured by 
the payment to them of the costs of the necessary hospitaliza- 
tion of the medically indigent.” 

Existing hospitals, in some instances as old as the nation, 
have not only provided facilities of the highest standard but in 
many instances have carried an_ excessive load of indigent 
patients, this because governmental agencies have not accepted 
proper responsibility and have not assumed the financial support 
of those individuals for whom there was no other provision. 

Many of these hospitals, if paid adequately for indigent care 
by relief authorities, could have given greater service to the 
community with possible increased occupancy Of now vacant 

ds, 

No provision is made in the bill under consideration whereby 
any nongovernmental charitable hospital could be given aid in 
making improvements or extensions of present hospital facilities. 

It must be recognized that hospitals, like other institutions, 
can operate at a maximum effectiveness and minimum per diem 
costs at a certain optimal bed capacity. Many smaller hospitals 
could be stabilized and improved in point of service if they were 
assisted financially in caring for indigents. They might then 
apply their resources to enlargement to an optimal size, provided 
prospective occupancy warrants. 

Duplication of existing institutions by new government hos- 
pitals, each with its investment for heating plants and other 
utilities when one installation would suffice, duplication of build- 
ings for housing personnel, administrative offices and public 
space, duplication of costs throughout, when only a_ limited 
expansion of bed capacity may be required to meet community 
needs, is not sound economic practice. Yet that is the situation 
that this bill may create. 

It has not been proved that government owned hospitals have 
had better management or provided better service than other 
hospitals. In fact, there is much reason to believe that, in the 
main, church owned hospitals and community hospitals have 
provided better management, higher standards and more satis- 
factory service than government owned hospitals. 

Community hospitals belong to the public in point of service 
and in actual ownership, as do government owned hospitals, but 
have the advantage of altruistic interest and direction by the 
best citizenship, continuity of policy, and freedom from political 
interference. Church owned hospitals belong to the people in 
point of service if not in actual ownership. They are created 
and maintained on the basis of gifts from public spirited citizens 
and thousands of small contributors and are the expression of 
the interest and support of the public. Community hospitals and 
church hospitals constitute the major portion of the total num- 
ber of hospitals of the United States and represent an invest- 
ment of billions of dollars made before the government became 
interested to any great extent in the hospital care of the sick. 
They should not be sacrificed to permit the disservice to the 
public proposed in this bill. 

However, church owned or community hospitals with long 
histories of medical work of high standard and recognized public 
service would not accept the federal domination evidence in the 
provisions of the Wagner Health Bill. Present high standards 
of hospital administration and scientific care have been attained 
by mutual cooperation with the organized medical profession 
and acceptance of high ideals and not by government assistance, 
regulation or example. Acceptance of the provisions of this 
bill would make present high standards and grading subservient 
to government regulation. A record of high grade performance 
in the past is more dependable assurance of high grade service 
in the future under the continued mutual efforts of religious 
organizations and interested unselfish local residents and_ the 
medical profession than any pattern which the government will 
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provide. The lively, unselfish interest of local citizens is assur- 
ance of a better merit system than policies and management 
imposed by a distant federal administration or by partisan 
politics. 

Despite the history of outstanding public service of community 
and church owned hospitals, it is indisputable that the adminis- 
tration of this proposed act might make it impossible for these 
hospitals to finance improvements or expansion because an allot- 
ment from public funds may be offered to the local community 
only on condition that a new government institution be built. 
Government contribution toward maintenance would make such 
new institutions destructive competitors against older hospitals 
of high standards, such as have helped to make the hospital 
pattern of the United States the envy of the rest of the world. 

It would seem to be a strange concept of the function of 
government to stimulate states to submit plans detrimental to 
community institutions of the highest standards and of the most 
unselfish service in order that the state might receive a partial 
return of heavy and burdensome federal taxes which had been 
accumulated in a federal pool. Under this bill each state would 
be encouraged to prepare plans and levy additional local taxes 
in order that it might participate in the pool and prevent dis- 
tribution to other states of funds which it is annually forced to 
contribute in federal taxes. Acceptance of federal domination 
accompanies acceptance of federal subsidies. For this reason 
as well as others previously stated the Wagner Health Bill 
S. 1620 is not in the best interests of the public and is opposed, 

Senator Ellender:—Doctor, with reference to the question 
that I propounded to you a while ago, you fear that, because 
the federal government will let certain communities have money 
under this bill, eventually the government might dominate them. 
That is the language used ? 

Dr, Sensenich:—Senator, may I read to you from the bill ? 

Senator Ellender:—That is what I wanted you to point out to 
the committee. I would like you to point out any language in 
this bill to show that the federal government would be in charge 
of the health service, let us say, the hospital services in the 
states. 

Dr. Sensenich:—May I refer to section 1203-A on page 27, 
beginning with: 

A state plan to effectuate the purposes of this title, submitted in respect 
to either clause (1) or clause (2) of section 1201, both shall (1) provide 
for financial participation by the state; (2) provide for the administration 
of the plan by the state health agency or for the supervision by the 
state agency of any part of the plan administered by another state agency 
or by a political subdivision of the state. 


And then, without taking the time to read it out loud, on the 
opposite page provides such methods of administration as are 
found by the Surgeon General of the Public Health Service to be neces- 
sary for the efficient operation of the plan, including: Methods relating 
to the establishment and maintenance of personnel standards on a merit 
basis; and methods of establishing and maintaining standards for insti- 
tutional management and remuneration for such management, such 
methods to be prescribed by the state agency after consultation with such 
professional advisory committees as the state agency may establish. 


Now, this is outside of hospitals. This is the state agency. 
No one locally there is consulted. 

Then further on the same page it is provided: 

(6) Provide a system of financial support which will give reasonable 
assurance of continuing maintenance of added hospitals and of their 
potential availability to all groups of the population in the designated area 
subject only to the suitability of the hospitals for particular diseases and 
conditions and to the financial arrangements for payment for service. 


Senator Ellender:—A\l of that refers to what a state must do 
in order to cbtain the funds? 

Dr, Sensenich:—That is right. 

Senator Ellender:—But what I had in mind was, after the 
funds were given, and after the hospitals are built, shall be some 
language there that would lead you to believe that these hos- 
pitals will be managed by the federal government and the states 
shall lose control ? 

Dr. Sensenich:—The federal government then maintains the 
facilities on a partial basis for three years; all of it the first 
year, two thirds the second year and one third the third year. 
Each time these budgets have to be approved—if you will turn 
to the latter part of the bill you will find under section 1205 
on page 32: 

Whenever the Surgeon General of the Public Health Service finds, 
after reasonable notice and opportunity for hearing to the state agency 
administrating or supervising the administration of any state plan 
approved under this title, that in the effectuation or administration of 
such plan their failure to comply substantially with any requirement of 
subsection 1203, he shall notify such state agency that further payments 
will not be made to the state until he is satisfied that there is no longer 
any such failure to comply. Until he is so satisfied he shall make no 
further certification to the Secretary of the Treasury with respect to 
such state. 
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Senator Ellender:—That is correct. In other words, the bill 
lays down what ought to be done. 
Dr. Sensenich:—What must be done. 
Senator Ellender:—What must be done if you want to put 
it that way. The same principle applies to our road building ; 
the government furnishes a couple of hundred million dollars 
to the states each year; all they do is to give plans and 
specifications, 
Dr. Sensenich:—That is right. 
Senator Ellender:—as to how the roads shall be built. 
Dr. Sensenich:—That is right. 
Senator Ellender:—And that is all. And what the govern- 
ment is interested in is that the money is spent according to 
the aspects laid down by the plans and specifications. 
Dr, Sensenich:—Why don’t you do the same thing to the hos- 
pitals then, if they are built according to the plans and specifica- 
tions, then you discontinue ? 
Senator Ellender:—That is what this bill intends to do. 
Dr. Sensenich:—I don’t think it does. 
Senator Ellender:—I refer you to page 7 of your statement in 
which you criticize the bill in this wise. You say: 

The Surgeon General of the Public Health Service is authorized in 
the bill to establish an advisory council or councils, 


No mention is made as to the manner of selection of the 
members of this group. The bill likewise says to “invest this 
bedy with any authority or indicate that its recommendations 
need be considered by the Surgeon General in the administration 
of the act.” Now, if we were to adopt your method, we might 
have government control and that is why the authors of this bill 
have refrained from giving such authority as you propose to 
give. 
Dr. Sensenich:—I am sorry that I did not make it clear, 
because I am opposed to this for the simple reason that | do 
not think that setup is responsible as it is. I do not think that 
the government should take part in it except to see that its 
money is well expended. It should not be interested in the 
operation. 
Senator Ellender:—That is exactly what I am sure most of 
the members of this committee are interested in. Under no 
conditions would I vote if I thought the federal government 
could go down into Louisiana, Mississippi or New York and 
take charge of the hospitals of that state because forsooth they 
gave a few dollars toward their upkeep— 
Dr, Sensenich (interposing ) :—But that is in the bill, Senator. 
Senator Ellender:—ti it 1s | want to strike it out. 1 would 
like to have the American Medical Association take this bill 
and point out every part of it that will lead to that conclusion. 
If it is in, we want to strike it out and amend it so as to make 
it doubly sure that under no conditions will the federal govern- 
ment take possession or even have anything to do with the 
hospital except to see that certain plans and specifications that 
are made are carried out in order to get the money. 
Dr, Sensenich;—Senator, two of the hospital associations, and 
I am saying this as it was given me not in confidence but in 
discussion, have already reviewed the bill mdependently, and 
they finally abandoned amending it, as I understand for the 
reason that they each compiled a list cf about fifty amendments. 
Senator Wagner:—I understood the hospital associations were 
going to appear here and favor this legislation. I do not think 
you should say that to the committee unless you are ready to 
give the names. 
Senator Taft:—I understand they have various amendments ; 
that is all the doctor says. 
Dr. Sensenich:—That is all they say. That was in answer 
to your question in an effort to know whether the bill could 
be amended. 
Senator Ellender:—Certainly it is open to amendment, and 
that is what I suggested as a member of this committee to 
Dr. Booth when he appeared here several weeks ago to work 
out a plan. We want to make it simple so that the federal 
government will not be able to dip down into our state and 
because they are giving this little ante, as it were, take charge. 
Now, let me ask you this: The federal government has been 
spending quite a lot of money through the Public Health 
Service ? 
Dr. Sensenich:—Yes. 
Senator Ellender:—Have they taken charge in the states? 
Dr. Sensenich:—That has to do with education. The Public 
Health Service has not done any treatment. 
Senator Ellender:—But still they spend a lot of money in 
cooperation with all public servants in the states. For instance, 
they furnish some to Louisiana, to your state and to other 
states in order to carry on this education work which you say 
is being carried on. 
Dr. Sensenich:—I know in many instances work is composed 
largely of work which does not strictly involve the individual. 
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You may take educational work or leave it but, when you take 
control of the treatment, that is quite a serious matter. 

Senator Ellender:—Do you know of any instances where the 
state health officer is under federal control ? 

Dr. Sensenich: 1 would not say that that was a fair designa- 
tion. | am not familiar with that because it comes down 
through the state health officer. Whether he is controlled or 
not, I do not know. 

Senator Taft:—What occurs to me is that the Surgeon 
General has to approve the methods relating to the establish- 
ment and maintenance of personnel standards; he has to approve 
methods of establishing and maintaining standards for institu- 
tional management. It seems to me that those powers are so 
broad that they would have to be set out in rather general 
language, and then when he came to see whether the hospital 
was actually complying he would almost have power to tell 
the hospital what te do in every feature of management. 

Dr. Sensenich:—That is true. 

Senator Taft:—It seems to me that your criticism of the 
language on page 28 as being too broad certainly is justified. It 
could be made very much more definite and less broad, I should 
think, without changing the fundamentals of the bill. 

Senator Ellender:—Those were the suggestions, Senator 
Taft, that I was asking for, and if there is any doubt about 
that, if any language can be placed into this bill to make it 
certain that the federal government—it was not intended that 
the federal government should do that. I for one would not 
vote for a bill that did not have it specifically placed in there 
that they should not have any such control. 

Senator Wagner:—Doctor, I agree with what has been said 
here that nothing ought to be in this bill and I am sure that 
nothing is in this bill that in any way controls the administration 
of these hospitals. Rut the provision that is referred to here— 
let me ask you in the first place if the federal government grants 
money for a specific purpose don't you think it ought to have 
some sort of standards to make sure that the money is not 
diverted for some other purpose but that it is to be used for 
the purposes for which it was granted? 

Dr. Sensenich:—That was the point that I made, Senator 
Wagner, that, after all, the government should be interested in 
knowing that the money that it gave was expended in the manner 
agreed on and for which it was received. 

Senator Wagner:—Yes. 

Dr. Sensenich:—But the maintenance and the installation are 
two quite different things. 

Senator Wagner:—Let us develop that for a moment. You 
do agree that there ought to be some sert of standards set by 
the federal government to see that the money is expended for 
the purposes for which it is given? 

Dr. Sensenich:—In construction, Senator Wagner, but I 
would stop at that. I would trust the maintenance of the hos- 
pital to the Sisters cf the Holy Cross or any one of a thousand 
local citizens as well as to some distant governmental director. 

Senator Wagner:—Are you a believer in the civil service 
system ? 

Dr. Sensenich:—Again I will have to decline that. 

Senator Wagner:—I am not talking about the appointment of 
a doctor, but generally speaking. 

Dr. Sensenich:—You mean examination for fitness for a 
place? 

Senator Wagner:—Yes. 

Senator Ellender:—The merit system. 

Senator Wagner: Don't you believe that the federal govern- 
ment believes that there ought to be a merit system that they 
should at least say that if you are going to administer our 
money, that those in the state should at least be appointed 
according to merit and not politics ? 

Dr. Sensenich:—Certainly according to merit, but may I 
finish my answer ? 

Senator Wagqner:—Yes. 

Dr. Sensenich:—But after all, I should rather depend on the 
local community in establishing and in effecting a better merit 
system than a federal administrator. 

Senator Murray:—Should not the local community be bound 
by some standards? Could we not set up standards that apply 
to the whole country which might be followed throughout the 
country ? 

Dr. Sensenich:—I do not believe that that weuld be possible, 
for any human agency in one central portion of the United 
States to lay down a pattern that would be applicable to all 
of the districts in the United States. 

Senator Murray:—Is that not what the hospital associations 
do, seek to improve the service of the hospitals and to aid 
them in establishing high standards of operation? 

Dr. Sensenich:—Mutually, yes, but that does not mean that 
they say that this is a fixed pattern for every part of the country. 
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One community has vastly different social ideas, has vastly 
different things that do enter into it. 

Senator Wagner:—This is not socializing; it is a question of 
having fit persons to administer the funds. This is not new at 
all. And may I say to you, Doctor, that I certainly would 
never vote for a bill which did not provide some sort of 
standard that the money was not going to be squandered and 
that a lot of political appointees were going to administer 
these funds. So we have provided in every case where we 
have given grants to states some standards of this kind. I 
recall that, early in my days here in the Senate, we passed an 
act which was known as the Employment Exchange Bill. Every 
state now takes advantage of that. It is a coordinated system 
between the state and the federal government in which the state 
operates exclusively its employment exchanges and the federal 
government matches up to a certain sum, depending on the 
generosity of Congress the funds of the state for the adminis- 
tration of that state, and in return for that certain services are 
rendered to the federal government. In that law is a provision 
that the appointments are to made according to the civil 
service standards, because what we wanted to be sure of was 
that in these localities some political fellows who had no test 
of competence are not placed in charge and the money wasted. 
It is perfectly proper, and Congress would not have passed that 
bill without those standards. They were developed in the com- 
mittee hearings. You take the United States Housing Admin- 
istration that only provides for loans. That was originated in 
this committee itself. We wanted to be sure that there would 
be no labor exploitation, and in that bill there were standards 
set up—and that was only a loan—and it says “You cannot get 
this loan if you do not pay the prevailing rate of wage.” Under 
your theory you would say that is an interference with local 
administration, but we are simply setting standards that the 
federal money is not to be used for exploitation of people, and 
so we have set those standards, and you will find in every statute 
where there is this grant in aid, there are certain standards. 
Beyond that I challenge you to find a single case where the 
federal government interferes with the administration by the 
state. That is all that we want to do here, and beyond that 
there certainly is no intent here to give any control in the 
administration of the hospitals to the federal government, and 
if it is, I agree with the members of the committee who have 
expressed themselves on that subject. 

Senator Ellender:—Senator Wagner, in connection with that 
statement, I suppose you will welcome amendments to clarify 
the language if clarification be needed in that regard? 

Senator Wagner:—Absolutely. I have been saying right 
along, and I am surprised that there has not been more specific 
criticism, because at the last hearing Dr. Booth said to Senator 
Ellender that undoubtedly the medical association would be 
glad to cooperate and undoubtedly would have some amend- 
ments to propose, and now we hear criticism but no suggestions, 
and I, like any other member of the committee, would like to 
have suggestions of those who ought to guide us in this thing, 
and that is the medical profession. 

Dr. Sensenich:—I am sure that the two of us have the same 
thing in mind when talking about fitness and proper operation, 
but one is dealing with a little different situation when dealing 
with a medical matter than one is with most others, and if 
one were to apply the same civil service examinations to the 
positions as managers of these hospitals, or even further, if the 
bill went further and went into the development of diagnostic 
clinics—I know in a general way what that pattern is—I don’t 
know what the institutions are that are spoken of which might 
fall within the definitions of this bill; but it is perfectly possible 
for the man who writes the best examination paper in the world 
to be the poorest doctor that you or I or any one else wouldn't 
want to trust his life with. 

Senator Wagner:—This does not mean that the federal 
authorities make up the examination lists. 

Dr. Sensenich:—I understand, but it is the method I am 
talking about. 

Senator Waguer:—A moment ago one of the other witnesses 
complained because it was not a man familiar with the medical 
profession that was doing this prescribing. Now, we have the 
Surgeon General of the Public Health Service, Dr. Parran. 
I don't know anybody more competent. Do you? 

Dr. Sensenich:—I know Dr. Parran very well, and I have 
the greatest respect for him— 

Senator Wagner (interposing):—Do you trust him on that? 

Dr. Sensenich:—May I finish? 

Senator Wagner:—Yes. 

Dr. Sensenich:—I don't know any one I have more respect 
for as a public health officer, and I am discussing Dr. Parran 
in connection with this bill; but that is not that experience 
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with hospitals or the care of the sick is necessarily for the 
assignment of the Surgeon General. Furthermore, you are 
speaking of a bill which is going to operate for some time. 

Senator Wagner:—Have you a suggestion which will make 
it more practical ? 

Dr. Sensenich:—I have no experience in drafting bills. 

Senator Wagner:—What is your idea? 

Dr. Sensenich:—I would say that the American Medical 
Association made its suggestions which it presented this morn- 
ing in the action taken by the House of Delegates at the St. 
Louis meeting that this elaborate machinery be not set up, 
that there is no need for it, that it be established on a need basis. 

Senater Wagner:—How? 

Dr. Sensenich:—Have some existing agency or create an 
agency or board of some kind or character to pass on the need 
and see that your money is well spent on the supplying of 
facilities where they are needed, and then let the local com- 
munity take care of it, because it will do a better job than 
you or I at some distance from it. 

Senator Ellender:—-What are you going to do, Doctor, where 
the local community has not got the money ? 

Dr. Sensenich:—I said if the need exists, to build it, but to 
be satisfied to step out, and if the local community cannot main- 
tain it and the state cannot maintain it, I don’t know any other 
way that you can do except with federal funds. We are in 
sympathy with the objective; we have not opposed that but we 
object to the method because we think that it is not right. 

Senator Eilender:—Would it improve the bill if we should 
write into it, let us say, that on this Professional Advisory 
Committee, that the medical profession of the state shall have 
- * or have some say so about the appointment of. this 

oard? 

Dr. Sensenich:—There are still these broad constructions in 
the bill which—It would not be safe. 

Senaior Ellender:—I am talking about that particularly. I 
am talking about that particular phase of it. Let us see if we 
cannot get on some common ground as to that phase of it. 

Dr. Sensenich:—I am sorry, but what particular phase do 
you mean? 

Senator Ellender:—In preparing plans and specifications and 
things like that that you mentioned in this discussion. 

Dr. Sensenich:—The need is the serious matter. 

Senator Ellender:—The what? 

Dr. Sensenich:—The determination of the need is the serious 
matter. 

Senator Ellender:—Who is going to determine that? Who 
should have that authority, in that bill? Whom would you 
suggest as authority on that, let us say, in the state of Mis- 
sissippi ? 

Dr. Sensenich:—The suggestion was that, if you have no 
existing agency here, you create an agency which would pass 
on the need, and that an appropriation be made the same as 
it is made in any other state in the event of need. 

Senator Ellender:—li you do not want to deal with Missis- 
sippi, let us deal with your state. What kind of agency would 
you suggest in your state that should do the work? 

Dr. Sensenich:—In the first place, there would need be no 
agency in my state unless it had need. That is the point. 

Senator Ellender:—Let us assume that you are a rich state 
that gets a lot of your funds from poor Louisiana and poor 
Mississippi and poor Montana, and you are getting oil and 
sulfur and salt and everything that we have got down there. 
Let us just forget that you are from Indiana—that is your 
State: 

Dr. Sensenich:—Yes, Indiana. 

Senator Ellender:—And that you are living in Louisiana, a 
rich state, wherein we have a lot of oil and we have a lot of 
salt, we have a lot of natural resources, but unfortunately the 
profits that are derived from these natural resources are not 
available to the people of the state. They were too poor years 
ago to develop them. Capital from the Northeast came down 
there and took possession. They are getting millions of dollars 
from our state today, they are getting millions of dollars from 
the state of Texas, and because of that those states are now 
unable to provide adequately for the indigent. Now, assume 
you are living down there and you are a doctor; what board 
would you suggest or what kind of a board would you suggest 
would be competent to pass on the needs of the community 
of that kind? 

Dr. Sensenich:—I should be in favor of permitting the state to 
set up a board to represent it, but— 

Senator Ellender (interposing) :—This bill provides that. 

Dr. Sensenich:—All right, but it gives the board, that com- 
mittee, that state agency, much too much power because it 
sets up vast machinery. 
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Senator Ellender:—How would you limit it? 

Dr, Sensenich:—The only purpose of that board would be the 
determination of the need, the same as the central board deter- 
mines need, and if this community needs the hospital, and I 
understand that that was the suggestion made, and it is deter- 
mined jointly by the federal government and the local state 
agency that the need exists here, and the government says “It 
will take $100,000; we will give that $100,000, the govern- 
ment will advance that money if it is not locally available’—we 
are saying now it is the need—“and that building is constructed” 
—now then for that purpose the government has no real reason 
to enter into this indefinite control any more than when it aids 
another state in the case of a hurricane; you don’t go down 
and say “Plant so many trees” or “Do this” or “Do that in 
connection with rehabilitation.” We will assume that in the 
average community they will do quite a good job of managing 
their own institution if you help them to obtain it. I am trying 
to make myself clear without telling you what kind of legis- 
lation, because after all, that is out of my province. 

Senator Ellender:—From what you have just said, we are 
not far apart. 

Dr. Sensenich:—I think that is right. 

Senator Ellender:—We are not far apart, because as I 
interpret this bill it is to be given to those communities who 
are actually in need, and that is determined how? By equaliz- 
ing things. Some needs may be such that the state may get 
but one third of whatever they may ask for, whereas others 
may get two thirds from the government—don’t you see? 

Dr, Sensenich:—Yes. 

Senator Ellender:—What will determine that will be the need 
of that community. 

Dr. Sensenich:—But do not set up big machinery which 
induces New York and Indiana and some other states to ask— 

Senator Ellender (interposing):—You could not draft an 
act that would eliminate any community. 

Dr. Sensenich:—Ilt is not necessary. 

Senator Ellender:—We have to write a formula. 

Dr. Sensenich:—That is right. 

Senator Ellender:—And if the states comply with it or if they 
show that they come within that formula or within the yardstick 
written into this bill, of course they get a share of the money 
but otherwise they do not. 

Dr. Sensenich:—Then let us eliminate all of the massive 
machinery— 

Senator Ellender (interposing) :—Which massive machinery ? 

Dr. Sensenich:—I mean that set up here of institutions and 
hospitals and diagnostic and treatment clinics and a lot of 
things that I don’t know what they mean, nor does anybody 
else, and say to any state—you can go to New York and say 
“You need diagnostic clinics or you need something else.” It 
does not necessarily have to be the need of the little rural hos- 
pital that you and I are talking about at the moment, but it 
can be something else, some new step or some new suggestion 
or some new ideology as to how the thing shall be taken care of. 

Senator Wagner:—The federal government does not go to 
the state and say “You need that.” The state comes to Wash- 
ington. 

Dr. Sensenich:—They have a way of suggesting it—not the 
government itself, but the officials. 

Senator Wagner:—There is a need test right in the bill. 

Dr. Sensenich:—Yes, but turn to the definition of hospitals, 
Senator Wagner. 

Senator Wagner:—To get the federal money, you have to 
show the need. 

Dr. Sensenich:—Yes, but look at “hospitals.” You and I 
are thinking about the ordinary hospitals. 

Senator Ellender:—What page is that? 

Dr. Sensenich:—Page 34; the definition of hospitals accord- 
ing to the bill is as follows: “The term ‘hospital,’ when use 
in this title, includes health, diagnostic and treatment centers, 
institutions and related facilities.” 1 don’t know what they 
are, but I suspect. 

Senator Ellender:—How would you define that? 

Dr. Sensenich:—1 think that the term “hospital” is quite 
clearly understood throughout a great many thousands of years, 
and I think that is sufficient. Let us call it a hospital, as it is, 
and not define it in some new terms, 

Senator Murray:—What is a hospital? 

Dr. Sensenich:—A diagnostic clinic is something in which a 
patient does not reside ordinarily, An institution may cover 
anything—I don’t know what. 

Senator Murray:—You would relate it strictly to an institu- 
tion then where people are taken for treatment during a period 
_ of their illness? 

Dr. Sensenich:—In the generally accepted manner in which 
the term “hospital” is applied. 
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Senator Ellender:—Would you furnish us the definition of a 
hospital that you want to cover by this bill? 

Dr. Sensenich:—I1 would have to get it out of the dictionary ; 
I don’t know any other place for the definition of the word 
“hospital.” 

Senator Murray:-—-But people are taken to hospitals for the 
purpose of having their conditions diagnosed? 

Dr. Sensenich:—That is right. 

Senator Murray:—So it is a diagnostic place? 

Dr. Sensenich:—May I interrupt? <A diagnostic clinic, I 
think, comes from the report of the National Health Con- 
ference in which they suggest the creation of 500 diagnostic 
and treatment clinics which are quite outside the ordinary defini- 
tion, so there are things in here that I think have been prompted 
by that study. 

Senator Wagner:—li the criticism that you made would be 
met, would you favor the bill? 

_ Dr, Sensenich:—Senator Wagner, there is nothing personal 
in this, but I think that you could have done a better job. 

Senator Wagner:—What is that? 

Dr, Sensenich:—There is nothing personal in this, but I 
think that you could have done a better job. 

Senator Wagner:—I am not saying that; you do not offend 
me. I think I understand some of the opposition, but I asked 
you this: Supposing these corrections were made that you are 
talking about, would you favor the bill ? 

Dr. Sensenich:—1 could not limit it to those corrections, 
because I think there are other things that are objectionable. 

Senator Wagner:—No matter what we did, you would not 
favor this legislation, isn’t that the fact? 

Dr. Sensenich:—No, that is not true. 

Senator Wagner:—All right, then. 

Dr. Sensenich:—But the type of legislaticn need not neces- 
sarily follow this type. I have been trying to tell you what I 
had in mind. 

Senator Wagner:—What do you mean by the type? 
criticism has been as to details so far. 

Dr, Sensenich:—They are quite important details. 

Senator Wagner:—All right. You quarrel about the formula 
to determine need. 

Dr. Sensenich:—That is right; yes, sir. 

Senator Wagner:—Have you got a better formula to suggest ? 

Dr. Sensenich:—We have just developed that, I think. 

Senator Wagner:—You have talked about it. You said you 
wanted to use the word “hospital” without any further speci- 
fication. 

Dr. Sensenich:—Prior to that I suggested that an agency 
be set up and determine the need the same as any other help 
to give to a local community. 

Senator Wagner:—Before that I thought you said there was 
too much help. 

Dr. Sensenich:—No, I beg your pardon. 

Senator HW’agner:—Do you think that there should be a larger 
setup than here provided to determine the need? 

Dr. Sensenich:—No, sir, much simpler. 

Senator IVagner:—How much simpler would you say? 

Dr. Sensenich:—I would say a central agency, as I have 
already stated, a central agency to which requests should be 
made if need can be demonstrated. 

Senator Waguer:—Now, do you mind following that up a 
little? Now, what is the agency; how would you set it up? 
We have got the Surgeon General—now, what would you 
set up? 

Dr. Sensenich:—You also have other agencies. 

Senator Wagner:—I am speaking about this particular service. 

Dr. Sensenich:—I have no objection to the Surgeon General, 
but with that I think that he should have advice from others, 
and I mean not only advice but more than participating in a 
judgment of those who have medical experience especially in 
the hospitals. 

Senator Wagner:—All right. 
him a committee of doctors? 

Dr. Sensenich:—Some appointments, certainly. I might say 
that I am not digressing here as to the suggestion— 

Senator Wagner (interposing):—I want to meet your sug- 
gestion if it can be met. 

Dr. Sensenich:—The suggestion of the American Medical 
Association of some existing agency or some one to be created. 

Senator Wagner:—Now we are getting down to what you 
want and, as I understand it, it is some one appointed by the 
American Medical Association? 

Dr. Sensenich:—No. sir; not necessarily. 

Senator Wagner:—I would not even object to your recom- 
mending it, although I do not think that you should have the 
final say. Now, what further? 
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Dr. Sensenich:—I could not go into detail. 

Senator Wagner:—You are criticizing this legislation. 

Dr. Sensenich:—I have already made the suggestion, but I 
cannot tell you just how many changes there should be in this 
few moments notice. I am quite sure that considerable time 
was spent preparing this bill. 

Senator Wagner:—Now, we have the Surgeon General plus 
some professional men, doctors as a part of a board to deter- 
mine the question of need. Now, we have that. What next 
would you propose ? 

Dr. Sensente h:—Well, sir, I cannot give you anything more 
than I have in general. You cannot expect me to stand_here 
and tell you how the bill should be drawn. 

Senator Wagner:—But I want to get your idea. You say 
this is not workable or it is not sensible; therefore you must 
have something in mind that is sensible or otherwise you would 
not be in a position to criticize. 

Dr. Sensenich:—I have already made that suggestion. 
make it again—some agency— 

Senator Wagner (interposing) :—All right, we will take that 
board. How would you propose, as the other senators said that 
whatever rule we have must be applicable to all of the states, 
that is, it must be a rule which applies universally—then you 
would say that you would have a test as to whether the hospitals 
are needed according to some test of need; is that right? 

Dr. Sensenich:—Investigation of the local situation in which 
local authorities participate. 

Senator Wagner:—That is provided here. 

Dr. Sensenich:—It is not required. 

Senator Wagner:—What is that. 

Dr. Sensenich:—It is not required. 

Senator IVagner:—You would require an investigation of the 
situation ? 

Dr. Sensenich:—In which local people be given an oppor- 
tunity to be heard, because they are the people who have to 
support it. 

Senator Wagner:—Then we have that. 
you then? 

Dr. Sensenich:—And then that it be established on a need 
basis. 


I will 


Would that satisfy 


ORGANIZATION SECTION Jou 


r. A. M. A, 
June 10, 1939 


Senator Wagner:—We have that on a need basis. 

Dr. Sensenich:—And define the hospital as it is defined— 

Senator Wagner (interposing) :—It ought not to be given 
unless it is needed? 

Dr. Sensenich:—That is right. 

Senator Wagner:—Would that satisfy you then? 
you favor it then? 

Dr. Sensenich:—I would have no opposition to this bill if— 

Dr. Cary (interposing) :—Doctor, let me say this— 

Senator Ellender (interposing) :—Dr. Sensenich, forget that 
you are a member of the American Medical Association. 

Dr. Sensenich:—I am not taking dictation. 

Senator Ellender:—Maybe Dr. Cary does not like you to go 
so far, but forget that you are a member of the American 
Medical Association, you are just a plain doctor from Indiana, 

Dr. Sensenich:—That is what I am, sir. With that in mind, 
let me restate my position which I have stated, and I think it 
is understood by all of you, and that is that an agency be created 
and the thing be established on the basis of need, and that 
the local community participate in determining the need and 
determining the remedy to be applied. Now then, I cannot tell 
you of the mechanism how that bill should be drawn up, but 
that is the formula. 

Senator Wagner:—lf that were provided that way, you would 

or it: 

Dr. Sensenich:—Pardon me? 

Senator Wagner:—Would_ you favor the legislation? 

Dr, Sensenich:—1 would favor that — but you for- 
merly asked me whether I favored this bh 

Senator Wagner:—All right: that is ede fair. 

Senator Murray:—Doctor, we thank you for your statement: 
you have been very helpful. You did a very fine job and we 
appreciate your candor and your assistance. 

Dr. Cary:—May I ask how much further time we have? 

Senator Murray:—We will keep right on until we get tired. 
It is very interesting. 

Dr. Cary:—Mr. Chairman, I wish to state at his moment 
that I think we have just three more witnesses, and it might 
be possible that we get through this afternoon, 

Senator Murray:—That wil be fine. 


(To be continued) 
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MEDICAL LEGISLATION 


MEDICAL BILLS IN CONGRESS 


Changes in Status—S. J. Res. 138 has passed the Senate 
and the House, providing that reorganization plans numbered 
I and II shall take effect on July 1, 1939. H. R. 6076 has 
passed the House, providing for the registry of surgeons as 
staff officers on vessels of the United States. 

Bills Introduced.—S. 2256, introduced by Senator Murray, 
Montana, proposes to promote the general welfare by enabling 
the several states to make more adequate provision for com- 
pensation for the disability or death of workers from silicosis 
or other dust diseases. The bill proposes for each fiscal year 
a federal appropriation sufficient to carry out the purposes 
of the act, such sum to be allotted to the states which have 
submitted and had approved by the Secretary of Labor state 
compensation plans and prevention plans. The bill defines 
the term “compensation plan” to mean a plan to provide pro- 
tection to workers and their dependents from economic losses 
caused by disability or death resulting from any dust disease 
or other disease when accompanied by or aggravated by any 
dust disease. The term “prevention plan” is defined to mean a 
plan to promote the prevention and control of industrial health 
hazards causing dust diseases. S. 2487, introduced by Senator 
Downey, California, proposes to provide hospitalization and 
domiciliary care to retired enlisted men of the Army, Navy, 
Marine Corps and Coast Guard who are war veterans, on 
parity with other war veterans. H. R. 6113, introduced by 
Representative Costello, California, provides for pensions, com- 
pensation, retirement pay and hospital benefits for certain 
reserve officers of the army. H. R. 6393 and H. R. 6554, 
introduced by Representative Angell, Oregon, propose to 
authorize a federal appropriation of $11,580,000 for each fiscal 
year to enable the states to establish, extend and improve 
services for educating physically handicapped children, defined 
by the latter bill to include children who are crippled, blind, 
partially seeing, deaf, hard of hearing, defective in speech, 


cardiopathic, tuberculous or otherwise physically handicapped, 
and who for their education require an expenditure of money 
in excess of the cost of educating physically normal children. 

6394, introduced by Representative Angell, Oregon, 
proposes to extend the benefits of the Social Security Act to 
include individuals who are physically disabled. H. R. 6497, 
introduced by Representative Doughton, North Carolina, pro- 
poses to amend the Social Security Act in numerous respects. 
Among other changes, the bill proposes to exclude from the 
provisions of the Social Security Act the service performed 
as a student nurse in the employ of a hospital or a nurses’ 
training school by an individual who is enrolled and is regu- 
larly attending classes in a nurses’ training school chartered 
or approved pursuant to state law and service performed as 
an intern in the employ of a hospital by an individual who has 
completed a four years course in a medical school chartered 
or approved pursuant to state law. H. R. 6536, introduced by 
Representative Nerton, New Jersey, proposes to amend the act 
to establish a Civilian Conservation Corps so as to provide 
that an enrollee in the corps, or member or former member 
of the military establishment, who shall furnish blood from 
his or her veins for transfusion to the veins of an enrollee or 
discharged enrollee of the corps undergoing treatment in a 
government or civilian hospital authorized to treat such patient, 
shall be entitled to be paid therefor a reasonable sum not to 
exceed $50 for each of such transfusions undergone. H. R. 
6545, introduced by Representative Whelchel, Georgia, proposes 
to authorize the Postmaster General to issue a special postage 
stamp commemorating the services of Dr. Crawford W. Long 
“for introducing the use of ether for anesthetical purposes.” 
H. R. 6555, introduced by Representative Doughton, North 
Carolina, proposes to amend the federal law relating to the 
advance of funds in connection with the enforcement of acts 
relating to narcotic drugs, so as to permit such advances in 
connection with the enforcement of the Marihuana Tax Act 
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of 1937 and to permit advances of funds in connection with the 
enforcement of the customs laws. H. R. 6556, introduced by 
Representative Doughton, North Carolina, proposes to provide 
for the seizure and forfeiture of vessels, vehicles and aircraft 
used to transport narcotic drugs, firearms and counterfeit coins, 
obligations, securities and paraphernalia. H. R. 6558, intro- 
duced by Representative Geyer, California, proposes to authorize 
the Secretary of the Navy to acquire certain real property in 
the city of Los Angeles and to construct in Los Angeles a 
marine hospital. H. R. 6586, introduced by Representative 
Schwert, New York, provides for the necessary medical treat- 
ment for the service-connected disabilities of veterans who reside 
outside the continental limits of the United States or its terri- 
tories or possessions. 


District of Columbia 
Bil Introduced —H. R. 6509, introduced by Representative 
Vreeland, New Jersey, proposes to provide for insanity pro- 
ceedings in the District of Columbia. 


Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIV- 
ITIES, NEW HOSPITALS, EDUCATION AND PU LIC HEALTH.) 


CALIFORNIA 


State Medical Meeting and Election—Dr. Harry H. 
Wilson, Los Angeles, was chosen president-elect of the Cali- 
fornia Medical Association at its sixty-eighth annual session in 
Del Monte May 1-4 and Dr. Charles A. Dukes, Oakland, was 
installed as president. The next annual session will be held in 
Coronado, Out of state speakers included: 

Dr. Chester S. Keefer, Boston, Sulfanilamide and Sulfapyridine in the 

Treatment of Various Infections. 

Dr. Stuart W. H: if Rochester, Minn., Surgical Treatment of 
Carcinoma of the Bre: 

Dr. Goodrich C. Sch cake, Portland, Ore., Pediatric Gynecology. 

Dr. Ursus V. Portmann, Cleveland, Some Indications for the Use of 
Roentgen-Ray Treatment. 

Dr. Nathaniel G. Alcock, lowa City, who discussed a paper entitled “Is 
Cystoscopy Necessary in the Larger Prostatic Hypertrophies?” by 
Dr. Bean M. Palmer, Oakland. 

Included in the program were symposiums on alcohclism, 
sulfanilamide, poliomyelitis, diseases of the gastrointestinal tract, 
carcinoma of the breast and headaches. It was decided at the 
recent session to assess each member of the association $10 to 
raise a fund to be used solely for public relations activities. 


DELAWARE 


Research Conference.— The first session of the ninth 
annual research conference of Johns Hopkins University at 
the Henlopen Hotel, Rehoboth, June 5-9, was devoted to bio- 
chemistry under the chairmanship of Leslie Hellerman, Ph.D., 
associate in physiological chemistry, as chairman. During the 
second week, June 12-16, lectures on organic molecules and 
organic reactions will be presented with Alsoph H. Corwin, 
Ph.D., as chairman. Further information may be obtained 
Paul H. Emmett, Ph.D., Johns Hopkins University, 
saltimore. 


DISTRICT OF COLUMBIA 


Society News.— Dr. Harry F. Dowling discussed “The 
Treatment of Pneumonia with Sulfapyridine” before the Wash- 
ington Medical and Surgical Society April 24.——At a meet- 
ing of the George Martin Kober Medical Society April 17, 
Dr. Lyle M. Mason discussed “A Résumé of Sulfanilamide 
Therapy in Urology.” A neuropsychiatric case report was 
presented by Dr. Joseph L. Gilbert 

The Gibson Award.—Dr. Siowaed F. Kane, professor of 
obstetrics and gynecology, George Washington University 
School of Medicine, Washington, received the Frank E. Gibson 
annual award of certificate and purse for “meritorious contri- 
butions to medical science” at the annual banquet of the Wash- 
ington Medical and Surgical Society May 6. Dr. Beveridge 
Miller was chosen president of the society at this meeting; 
Dr. Henry J. Russell MeNitt, vice president; Dr. Thomas 
C. Thompson, secretary, and Dr. Frank E. Gibson, treasurer. 
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Dr. Bloedorn Named Dean at George Washington.— 
Dr. Walter A. Bloedorn, professor of medicine, George Wash- 
ington University School of Medicine, Washington, has been 
appointed dean of the school. The appointment fills the vacancy 
that occurred when Dr. Earl B. McKinley was lost on the 
Hawaii Clipper in July 1938. Born in 1886 at Platte Center, 
Neb., Dr. Bloedorn graduated at Creighton University School 
of Medicine, Omaha, in 1909. He later studied at George 
Washington University and the New York Post-Graduate 
Medical School and Hospital. He is also chief of staff at 
Gallinger Municipal Hospital, Washington, and a commander, 
medical corps, U. S. Navy, retired. 


FLORIDA 


Seventh Annual Graduate Short Course.—The seventh 
annual graduate short course for doctors of medicine under 
the auspices of the Florida Medical Association and the state 
board of health will be held in Daytona Beach June 19-24. Lee- 
turers will include: 

Dr. Wilburt C. Davison, dean and professor of pediatrics, Duke Uni- 
versity School of Medicine, Durham, N. C. 

Dr. Beverley R. Tucker, emeritus professor of neuropsychiatry, Medical 
College of Virginia, Richmond. 

Dr. Maurice C. Pincoffs, professor of medicine, University of Maryland 
School of Medicine, Bz ltimore. 

Dr. William T. Pride, —— of obstetrics, University of Tennessee 
School of Medicine, Memphi 

Dr. Raymond W. McNealy, — professor of surgery, Northwestern 
University Medical School, 

Dr. Robert J. Crossen, pont kn professor of clinical obstetrics and 
gynecology, Washington University School of Medicine, St. 

Wednesday evening June 21 there will be an open meeting 
of the Duval County Medical Society at Ponte Vedra Beach, 
to which all physicians attending the course are invited. 


ILLINOIS 


Society News.— Drs. Waltman Walters and Edwin J. 
Kepler, both of Rochester, Minn., discussed “Adrenal Cortical 
Neoplasms” before the Peoria City Medical Society May 19. 
——At a meeting of the Hancock County Medical Society in 
Carthage May 8 Dr. Leon Unger, Chicago, spoke on hay 
fever——Dr. George L. Apfelbach, Chicago, addressed the 
Grundy County Medical Society at Starved Rock, April 25, 
on “Diagnosis of Lower Back Pains.’”-——Dr. Vivien P. 
Siegel, East St. Louis, discussed “Infections of the Hand” 
before the Madison County Medical Society in Wood River 
May 5 

Chicago 

Dr. Bundesen Returns to Department of Health. — 
Dr. Herman N. Bundesen, who has been on a leave of absence 
since November 1938, has returned to his activities as health 
commissioner and president of the Board of Health of Chicago. 
Dr. Robert A. Black, who had been acting president of the 
board during Dr. Bundesen’s absence, had asked to be relieved 
so that he could devote his full time to his private practice, it 
was reported. 

Branch Meetings.— Dr. Guy S. Van Alstyne discussed 
“The Management of Biliary Tract Surgery” before the 
Southern Cook County Branch of the Chicago Medical Society 
May 16.——At a meeting of the Calumet Branch May 19 
Dr. William D. McNally spoke on “Practical Aspects of 
Toxicology in General Practice.".——Mr. Henry P. Chandler, 
president, Chicago Bar Association, addressed the Northwest 
Branch May 19 on “Cooperation of the Legal and Medical 
Professions.” The South Chicago Branch was addressed 
May 23 by Dr. Edward L. Cornell on “The Reckless Inter- 
ference with the Normal Process of Labor.”-—-—Dr. Michael 
L. Mason discussed “Management of Open Wounds” before 
the Irving Park Branch May 23, 


INDIANA 


Distribution of Pneumonia Serum.—The state board of 
health has approved a plan for distributing pneumonia serum 
advanced by the pneumonia committee of the state medical 
association. Distribution points will be established in each of 
the association’s districts, and from twelve to fifteen such 
centers will be operated. Hospitals or laboratories centrally 
located will be used. According to the state medical journal, 
the 1939 session of the general assembly appropriated $75,000 
a year to purchase pneumonia serum and certain other serums 
and antitoxins, A decision by Omer S$. Jackson, attorney gen- 
eral, holds that the board cannot use any of this fund for the 
purchase of sulfapyridine. 
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KANSAS 


Dinner for the Secretary.— Clarence Munns, executive 
secretary, Kansas Medical Society, Topeka, was guest of honor 
April 21 at a meeting of the Pratt County Medical Society. 
Guest speakers at the meeting, which was attended by 125 
physicians, were Drs. John L. Lattimore and Forrest L. Love- 
land, both of Topeka. Mr. Munns was presented with a chest 
of sterling silver consisting of a complete service for eight 
The gift was purchased through contributions obtained by the 
Pratt County Medical Society from the physicians of western 
Kansas. Dr. Herbert Atkins, Pratt, was toastmaster and 
Dr. Noble E. Melencamp, Dodge City, made the presentation. 


MICHIGAN 


Personal.—Dr. Helen E. P. Lanting is in charge of the newly 
opened clinical laboratory in Escanaba. Dr. Thomas K. 
Gruber was presented with a Browning Over-and-Under Shot- 
gun by the resident medical staff of Eloise Hospital May 1 in 
recognition of his having completed ten years as superintendent 
of the hospital. Dr. William C, Ellet was elected mayor of 
Benton Harbor recently. 

Society News.—The Wayne County Medical og | Glee 
Club gave its fifth annual concert April 24. Ralph G. 
Cock was chosen president-elect of the Piieiiines Academy 
of Medicine, in accordance with a recently adopted policy of 
the academy. Dr. Ralph B. Fast is president-——-Dr. Harry J. 
Isaacs, Chicago, addressed the Calhoun County Medical Society, 
Battle Creek, May 2 on diagnosis and treatment of heart failure. 
Dr. William D. Robinson, Ann Arbor, addressed the 
Washtenaw County Medical Society, Ann Arbor, May ® on 
“Indications for Therapeutic Use of Vitamin B.” 


MISSISSIPPI 


State Medical Meeting and Election.—Dr. William H. 
Anderson, Booneville, was chosen president-elect of the Mis- 
sissippi State Medical Association at its annual meeting in 
Gulfport in May and Dr. James P. Wall, Jackson, was 
inducted into the presidency. The next annual session will 
be held in Jackson May 14-16. Out of state speakers at the 
recent meeting included: 


Dr. Roderick Heffron, New York, The 
Pneumonia. 
Dr. Pau! Padget, Baltimore, The Public Health Aspects of Syphilis 
Control. 

Dr. Oscar W. Bethea, New Orleans, Treatment of casey wor 

Dr. Grady E. Clay, Atlanta, Treatment of Convergence Squ 

Dr. Carl E. Granberry, New Orleans, The ‘Dangers 
and Complications, 

Dr. Edward William Alton Ochsner, 
Significance of Amebiasis. 

Dr. Cobb Pilcher, Nashville, Tenn., The Late Complications of Head 
Injuries and Their Treatment. 

Dr. William Milton Adams, Memphis, 
Treatment of Facial Injuries. 

Dr. Arthur Carlton Ernstene, Cleveland, Diagnosis and Treatment of 
Coronary Artery Disease 

Dr. Earl H. Floyd, Atlanta, Ss The Relation Between Urology and 
Other Branches of Medici 


Dr. Oren Moore, Chastette: N. C., delivered the Ewing 
Fox Howard oration on “Modern Trend of Obstetrics.” The 
Mississippi State Hospital Association held its tenth annual 
meeting just prior to the session of the state medical association. 


Public Health Aspects of 


New Orleans, The Surgical 


Tenn., Modern Concepts in the 


MONTANA 


State Medical Meeting at Butte.—The sixty-first annual 
scientific session of the Medical Association of Montana will 
be held at the Finlen Hotel, Butte, June 28-30, under the 
presidency of Dr. James C. MacGregor, Great Falls, and with 
the Silver Bow County Medical Association acting as host. 
At the annual banquet Thursday Dr. Rock Sleyster, Wauwa- 
tosa, Wis., President, American Medical Association, will give 
the principal address on “Medical Problems of the Day.” 
Dr. Chris E, Emery, Butte, will be toastmaster. Presenting 
the scientific program will be: 

Dr. Ernest Sachs, St. Louis: Head Injuries; 

Surgery of Brain Tumors. 


The Present Status of 


Dr. Dalton Keats Rose, St. Louis: Bladder Obstruction, Male and 
‘female; Neurogenic Bladder, Particularly in the Application of 
Handling Those Seen in Association with Ever Increasing Automobile 
Accidents. 

Dr. James Barrett Brown, St. Louis, Management of Compound 


Injuries of the Face and Jaws; The Repair of Surface Defects Due 
to Burns and Other Causes. 

r. Charles Darrel! O'Keefe, St. Louis, Cesarean Section—Its Indica- 
tion, Technic and Results; Endometriosis. 

Dr. Carl V. Moore, St. Louis: Splenectomy in the Treatment of Blood 
Diseases; Recent Advances in the Understanding and Treatment of 
Deficiency. Diseases, 

Mr. A. G. Stacil, business manager, Nicollet Clinic, Minneapolis, Group 
Hospitalization. 
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NEW HAMPSHIRE 


Society News.—The Carroll County Medical Society held 
its quarterly meeting in Center Ossipee May 7 with Dr. Roland 
D. Clapp, Lewiston, Me., as a guest speaker on recent progress 
in roentgenology. Dr. Clarence O. Coburn, Manchester, presi- 
dent of the New Hampshire Medical Society, discussed the 
work of the society. Mrs. Harry A. Cheney, Campton, presi- 
dent of the woman’s auxiliary to the state medical society, 
addressed the women present. 


NEW YORK 


Symposium on Silicosis.—The fourth annual silicosis sym- 
posium at the Saranac Laboratory, Saranac, will be offered 
June 19-23. Lecturers will include: Philip Drinker, Ch.E., 
Boston; Drs. Leroy U. Gardner, director of the laboratory ; 
William S. McCann, Rochester; Eugene P. Pendergrass, Phila- 
delphia; Adolph G. Kammer, Chicago; Royd R. Sayers, U. S. 
Public Health Service, Washington, D. C.; Anthony J. Lanza, 
New York; Clarence D. Selby, Detroit, and Oscar A. Sander, 
Milwaukee, and Mr. Voyta Wrabetz, chairman, Wisconsin 
State Industrial Commission, Madison. Registration will be 
limited to 100 and the fee is $25, 


New York City 

Personal.—Dr. Sigismund S. Goldwater, commissioner of 
hospitals, received the third annual award of the City Club 
of New York April 28. This award is made annually to a 
nonelective public servant who has in the estimation of the 
trustees rendered outstanding public service to the city. 

Dr. Alfred E. Cohn Honored.—Dr. Alfred E. Cohn of 
the Rockefeller Institute for Medical Research was guest of 
honor at a dinner at the Waldorf-Astoria April 29, which 
about 225 persons attended. Dr. Cohn was presented with 
a volume of more than 300 letters, written by friends in 
America and abroad in honor of his sixtieth birthday. 
Dr. Cohn graduated from the College of Physicians and Sur- 
geons of Columbia University in 1904, has been on the staff of 
the Rockefeller Institute since 1911 and a member since 1920. 
His special field is research on cardiovascular disease. 


Society News.—Dr. Richard Kovacs addressed the Medical 
Society of the County of Queens May 23 on “Physical Therapy 
and the General Practitioner” and John T. Keudell, acting 
police captain in the Grand Central Parkway Precinct, “Traffic 
Regulations and the Doctor.’-——A symposium on diagnostic 
aids in cardiovascular disease was presented at a meeting ‘of 
the Medical Society of the County of New York May 22 by 
Drs. Hugo Roesler, Philadelphia, Charles E. Kossmann, George 
P. Robb and Israel Steinberg. ——Dr. Ralph H. Boots 
addressed the Bronx County Medical Society, May 25, on 
“Chronic Arthritis.’.——Dr. Morris Fishbein, Chicago, Editor 
of THE JouRNAL, addressed the Medical Society of the County 
of Kings May 23 on “Current Aspects of Medical Legislation” 
and the Hon. Robert F. Wagner Jr., member of the state 
assembly, on “The National Health Program.”’——Dr. David 
Marine addressed the New York Endocrinological Society 
May 24 on “The Problem of Exophthalmos.” A symposium 
on cancer of the breast was presented by Drs. David E. Ehr- 
lich, Samuel G. Schenck and Frank E. Adair before the Long 
Island Radiological Society April 27. 


NORTH DAKOTA 


State Medical Election.—Dr. Cyril J. Glaspel, Grafton, 
was chosen president-elect of the North Dakota State Medical 
Society at its annual meeting in Fargo May 9, and Dr. Harry 
A. Brandes, Bismarck, was installed as president. Drs. Fred- 
erick W. Fergusson, Kulm, and Alfred R. Sorenson, Minot, 
were elected vice presidents and Dr. Albert W. Skelsey, Fargo, 
aoe reelected secretary. The 1940 meeting will be held in 
Minot. 


OHIO 


State Medical Election.—Dr. William M. Skipp, Youngs- 
town, was chosen president-elect of the Ohio State Medical 
Association and Dr. Parke G. Smith, Cincinnati, was installed 
as president at the annual session in Toledo May 4. The 1940 
session will be in Cincinnati. 

Society News.—Reuben L. Kahn, Sc.D., Ann Arbor, Mich., 
addressed the Montgomery County Medical Society, Dayton, 
May 5, on “Paradoxic Serum Reactions in Syphilis.” Drs. 
Leo P. Dolan and Arthur A. Brindley, Toledo, addressed the 
Auglaize County Medical Society, St. Marys, April 13, on 
“Urological Problems as Best Handled by the General Practi- 


V 
| 


Votume 112 
NuMBER 23 


tioner” and “Different Types of Anesthesias” respectively —— 
Dr. William Gordon Hartnett, Fostoria, discussed “Diagnosis 
of the Cardiac Arrhythmias by Aid of the Electrocardiograph” 
before the Seneca County Medical Society, Fostoria, April 13. 
—Dr. William J. Engel, Cleveland, addressed the Erie County 
Medical Society, Sandusky, in April on “Treatment of Acute 
Urinary Retention.” 


OREGON 


Society News.—At a joint meeting of the Central Willa- 
mette Medical Society with the Lane County Medical Society 
in Eugene April 6 Dr. DeWitt C. Burkes, Portland, spoke on 
“Diagnostic Methods in Neurology.” —— Dr. Joseph Levitin, 
San Francisco, addressed the Polk-Yamhill-Marion Medical 
Society April 11 in Salem on “Ileus, Intussusception and Intes- 
tinal Obstruction.” 

Lectures in Obstetrics.—The committee on maternal wel- 
fare of the Oregon State Medical Society and the state board 
of health sponscred a series of lectures in nine cities during 
May. Drs. Daniel G. Morton, assistant professor of obstetrics 
and gynecology, University of California Medical School, and 
John Mott Rector, visiting pediatrician, Children’s and St. 
Mary’s hospitals, San Francisco, were the lecturers. Meetings 
were held in Astoria, Albany, Eugene, Salem, The Dalles, 
Bend, Medford, Marshfield and Hood River. 


PENNSYLVANIA 


Society News.—Drs. Priscilla White and Howard F. Root, 
Boston, were guests at a clinic meeting of the Lycoming County 
Medical Society, Williamsport, May 12; Dr. White discussed 
juvenile diabetes and Dr. Root, surgical complicaticns of dia- 
betes. The society's third postgraduate seminar was held May 
26 with Dr. Seymour D. Ludlum, Philadelphia, as the instructor 
on “Diseases of Constitutional Inferiorities.’——Dr. Stanley P. 
Reimann, Philadelphia, addressed the Lebanon County Medical 
Society, Lebanon, May 9 on “Nonspecific Treatment of the 


Cancer Patient.” 
Philadelphia 


Personal.—Drs. John Cajetan Flynn and William P. Grady 
will receive the honorary degree of doctor of laws at the annual 
commencement of St. Joseph’s College, Philadelphia, June 13. 
Dr. Flynn is chief visiting physician at St. Joseph’s Hospital 
and Dr. Grady senior laryngologist at St. Mary’s Hospital. 

Courses for Medical Alumni.—Temple University School 
of Medicine announces postgraduate courses for medical alumni 
to be given by the faculty June 13-14. There will be a 
registration fee of $2. Application for registration should be 
mailed to Dr. William N. Parkinson, dean, Broad and Ontario 
streets. 

Society News.—The Philadelphia County Medical Society 
held a “doctors’ and nurses’ night” May 10. The speakers were 
Drs. Charles H. Henninger, Pittsburgh, president-elect, Med- 
ical Society of the State of Pennsylvania on “The Patient, 
Nurse and Doctor” and David W. Thomas, Lock Haven, pres- 
ident of the state society, on “Cooperation”; Miss Mary A. 
Rothrock, president, Pennsylvania State Nurses’ Association, 
“Nursing in Perspective,” and Miss Helen Leader, directress 
of nurses, Presbyterian Hospital, “Eight Hour Duty.” 


Pittsburgh 
The Mellon Lecture.—The twenty-second Mellon Lecture, 
sponsored by the Society for Biological Research of the Uni- 
versity of Pittsburgh School of Medicine, was presented May 
11 by Charles Judson Herrick, Ph.D., professor emeritus of 
neurology, University of Chicago. Dr. Herrick’s subject was 
“A Neurologist Makes Up His Mind.” 


SOUTH CAROLINA 


National Foundation Sends Aid in Poliomyelitis Epi- 
demic.—The National Foundation for Infantile Paralysis has 
sent to Dr. James A. Hayne, state health officer, contributions of 
$7,650 to aid in financing a program of treatment for victims 
of an outbreak of poliomyelitis in the state. Dr. Hayne has 
asked the federal government for an equal amount, the whole 
fund to be used to provide orthopedic nursing consultants, 
physiotherapy technicians, examinations by orthopedic surgeons, 
diagnoses by pediatricians, hospitalization of about 100 chil- 
dren for thirty days, convalescent and foster home care of 
about twenty-two children and orthopedic appliances. The 
foundation also sent to every physician in South Carolina a 
copy of a bulletin entitled “Care During the Recovery Period 
in Paralytic Poliomyelitis.” It is reported that about 140 
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cases had developed up to June 2, of which ninety are in 
Charleston. The U. S. Public Health Service reports that 
no federal quarantine has been established. 


TEXAS 


District Meeting.—The annual meeting of the Panhandle 
District Medical Society was held in Amarillo April 11-12. 
Among the speakers were: 

Dr. George H. Garrison, Oklahoma City, Convulsions in Children. 

Dr. D. Columbus Hyder, Memphis, Tenn., Some Obstetric Tragedies. 

Dr. Harry H. McClellan, San Antonio, Is Mental Disease an Inherited 

efect or an Acquired Delirium? 

Dr. Will S. Horn, Fort Worth, Chronic Insomnia. 

Dr. Walton G. Stephens, Borger, Factors Governing Healing of 

Abdominal Wounds. 

Dr. Ernst W. Bertner, Houston, president of the Texas 
State Medical Association, addressed a luncheon meeting on 
state medicine. 


PHILIPPINE ISLANDS 


Personal —Capt. Joseph J. A. McMullin, Medical Corps, 

. S. Navy, medical officer in command of ‘the U. S. Naval 
Hospital, Canacao, has been appointed assistant adjunct pro- 
fessor of surgery at the College of Medicine in the University 
of the Philippines, Manila. 


GENERAL 


Society News.— The fourteenth annual meeting of the 
American Society of X-Ray Technicians will be held at the 
Hotel McAlpin, New York, June 27-30.——Dr. Forrest L. 
Loveland, Mills Building, Topeka, Kan., has been chosen sec- 
retary of the Northwest Regional Conference; Dr. Louis Fer- 
nald Foster, Bay City, Mich., is the president. 

Insurance Medical Directors Meet. — The twenty-ninth 
annual meeting of the Medical Section of the American Life 
Convention will be held at The Homestead, Hot Springs, Va., 
June 27-29. The guest speakers will be Drs. Harold M. 
Marvin, New Haven, Conn., who will discuss “Some Aspects 
of Cardiovascular Disease,’ and Ray F. Farquharson, Toronto, 
Ont., “Recent Advances in Clinical Medicine and Practical 
Application to Insurance Medicine.” Dr. Albert E. Johann, 
Des Moines, Iowa, is chairman of the medical section. 

International Neurologic Congress.—In view of the 
doubt expressed by some Americans as to the advisability of 
holding the Third International Neurological Congress in 
Copenhagen August 21-25, the American committee has com- 
municated with the Danish committee asking for an expression 
of opinion. The Danish committee has replied that they believe 
it is advisable to continue with the plans for the congress, that 
if present conditions continue there will be no question about 
postponement and that it will be held in Copenhagen as already 
determined. 

Special Society Elections. — Dr. George H. Stevenson, 
London, Ont., was chosen president-elect of the American 
Psychiatric Association at its recent annual meeting in Chi- 
cago and Dr. William C. Sandy, Harrisburg, Pa., was installed 
as president. Dr. Arthur H. Ruggles, Providence, R. I., is 
the secretary-treasurer.——— Dr. Gerald B. Webb, Colorado 
Springs, was chosen president of the Association of American 
Physicians at its annual meeting in Atlantic City May 3. 
Other officers include Drs. Hugh J. Morgan, Nashville, secre- 
tary, and William S. McCann, Rochester, N. Y., treasurer, 
reelected. 

Medical Library Association.— The forty-first annual 
meeting of the Medical Library Association will be held in 
Newark, N. J., June 27-29, at the Academy of Medicine of 
Northern New Jersey. Among the speakers announced are: 


Miss Linda H. Morley, Columbia University Library School, Special 
Library Policies and Methods. 
Dr. Karl M. Scott, Atlantic City, N. J.. and Lieut.-Col. Edgar E. 


Hume, U. S. Army, The Literature of Syphilis. 

Miss Margaret Bates, University of Illinois” College of Medicine, Chi- 

cago, Medical Stamps. 

Dr. Arthur H. Sanford, Rochester, Minn., The Supporting Member. 

Mary A, Bennett, Ph. D., and Miss Dorothy H. Litchfield, Columbia 

University, New York, Problems of Microphotography. 

At the annual banquet Dr. Charles H. Young, Montclair, 
N. J., will discuss “The Airplane in Medicine” and Capt. 
Arthur Caperton, American Airlines, “Spectacular Flights.” 

Symposium on the Cell and Protoplasm.—Following the 
meeting of the Pacific Division of the American Association 
for the Advancement of Science at Stanford University, a 
symposium on the cell and protoplasm will be presented by 
biologists and physicists from June 30 to July 5. The speakers 
will include: Dr. Albert Szent-GyOrgi, University of Szeged, 
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Ross G. Harrison, Yale Uni- 
versity, New Haven, Conn., “Cellular Differentiation and 
Internal Environment” ; Wendell M. Stanley, Ph.D., Rocke- 
feller Institute for Medical Research, Princeton, N. J., “Vir- 


Hungary, on “Vitamins”; Dr. 


uses” and Edwin G. Conklin, Ph.D., Princeton University, 
Princeton, N. J., “Cell and Protoplasm Concepts: Historical 
Account.” 


Proctologic Society Meeting.—The fortieth annual meet- 
ing of the American Proctologic Society will be held at the 
Hotel ig George, Brooklyn, June 25-27. Among the speakers 
will be: 

Dr. Albert F. R. Andresen, Brooklyn, Allergic Manifestations in the 


Co 
Dr. Iokn Seudder, New York, Blood Studies in Shock and Guides to 


tag M. Lynch and George Johnson Hamilton, New York, 
Lymphosarcoma of the Rectum. 

Dr. Walter A. Fansler, Minneapolis, gt Preparation and Post- 

operative Care in Abdominoperineal Resectio 

Dr. Granville S. Hanes, Louisville, Ky., sone Not in Books. 

Dr. Garnet W. Ault, Washington, D. C., Rectal Perforations by Enema 

ips. 

In addition, there will be a program of case reports and a 
clinic at Brooklyn Hospital. A plan to hold a joint meeting 
July 10-11 with proctologists in London, England, has been 
postponed until a more favorable year. 

Prize for Research on Human Genital Organs.— 
Announcement is made of the Francis Amory Septennial Prize 
of more than $10,009 for outstanding work with reference to 
the alleviation or cure of diseases affecting the human genital 
organs. Provided there is work of a quality to warrant it, the 
first award will be made in 1940. The total amount of the award 
will exceed $10,000 and may be given in one or more awards. 
The fund was established by the will of the late Francis 
Amory, Beverly, Mass., with the American Academy of Arts 
and Sciences as the judge and distributor. It rests solely 
within the discretion of the academy whether an award shall 
be made at the end of any given seven year period and also 
whether on any occasion the prize shall be awarded to more 
than a single individual. While there will be no formal nomi- 
nations, and no formal essays or treatises will be required, 
the committee invites suggestions which should be made to 
the Amory Fund Committee, care of the American Academy 
of Arts and Sciences, 28 Newbury Street, Boston. 

Activities in Protection of Eyesight.— The National 
Society for the Prevention of Blindness continued its activities 
in many fields during the past year, the annual report shows. 
It has distributed large amounts of educational material and 
participated in many campaigns to promote the protection of 
eyesight, such as the syphilis control campaign. Sight-saving 
classes for school children, inaugurated in 1913, have grown 
to 589 in 1938, an imerease of thirty-one over 1937. The 
society cooperates with a number of colleges and universities 
each summer in oftering special courses to train teachers for 
these courses. A transcribed radio program for presentation 
on the Fourth of July to warn against eye tragedies during 
the holiday was an outstanding activity ‘of the year. The 
society is also working with a committee of the American 
Student Health Association in studying the health of college 
students. Revision of the society’s handbook for safety engi- 
neers and others concerned in the prevention of blindness in 
industry was undertaken during the vear. An institute on eye 
health offered training to welfare workers in the sight conser- 
vation aspects of their work. The society’s income for 1938 
was $126,000 and its expenditures amounted to $169,000. 
Financial support is received from 17,000 members and donors 
in all parts of the country. 


CANADA 


Canadian Medical Association Meeting.—The seventieth 
annual meeting of the Canadian Medical Association will be 
held in Montreal June 19-23, under the aged of Dr. Ken- 
neth A. MacKenzie, Halifax, N. S. Allen O. Whipple, 
New York, will deliver the Lister me a at a general ses- 
sion Friday June 23 on “A Consideration of Recent Advances 
in Surgery in the Light of Lord Lister's Studies.” Other 
speakers at the general sessions include: 


Dr, Jonathan C. Meakins, Montreal, A Review of the Present Status 
of Hypertension. 

Dr. Arthur J. Bedell, Albany, N. Y., 
Hypertension. 

Dr. Edward P. Cathcart, Gleagew, Scotland, Nutrition. 

Dr. Norman F. Miller, Ann Ar Mich., Treatment of Dysmenorrhea. 

Prof. Arthur B. “England, Physical Exercises. 


Professor Cathcart will give a public address on “Food and 
Nutrition” Monday evening June 1 


Retinal Changes in Arterial 
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Public Health Association Meeting.—The twenty-cighth 
annual meeting of the Canadian Public Health Association will 
be held in Toronto June 12-14 at the Royal York Hotel. Among 
the speakers will be Dr. Haven Emerson, New York, on 
current practice in communicable disease control; Sir Arthur 
Salusbury MacNalty, chief medical officer of the ministry of 
health of Great Britain, on the British national health insur- 
ance scheme and Prof. Edward P. Cathcart of the University 
of Glasgow, Scotland, on nutrition. Dr. Robert E. Wode- 
house, Ottawa, deputy minister of pensions and national health, 
is president of the association. 


FOREIGN 


Protection of Populations in War.—A congress of the 
medical and legal professions will be held in Liege, Belgium, 
June 24-28, to consider problems involved in the protection of 
the civil population in time of war. According to the announce- 
ment, all physicians, civil and military, doctors of law and 
officers of the land, sex aid air forces, as well as technicians 
interested in these problems are invited to attend. The sec- 
retary general of the congress is Dr. Georges Decharneux, 
13 rue des Maraichers, Liege, Belgium. 

Ministry of Health Appoints Consultants.—The British 
Minister of Health has appointed the following consultant 
advisers on the organization of hospitals in England and 
Wales in war time, according to Science: Dr. Gordon M. 
Holmes, neurology; Dr. Bernard Hart, psychiatry ; Dr. Gwynee 
E. O. Williams, orthopedic surgery; Sir Cuthbert S. Wallace, 
general surgery; Sir Harold D. Gillies, facial and jaw injuries; 
Dr. Arthur Tudor Edwards, chest wounds; Dr. Hugh Cairns, 
head injuries; Dr. Francis R. Fraser, general medicine; 
Dr. William M. Mollison, ear, nose and throat; Dr. Charles 
B. Goulden, ophthalmology, and Dr. Alfred E. Barclay, radi- 
ology. The presidents of the Royal Colleges of Physicians 
and Surgeons made the nominations for these appointments. 


CORRECTION 


Dr. Carrel’s Retirement.—A news item in THe JourNAL, 
May 20, page 2071, stated that Dr. Alexis Carrel, among 
others, would retire from the staff of the Rockefeller Institute 
for Medical Research and that “every laboratory facility will 
be provided to enable those who retire to continue their 
research work on their own responsibility if they care to do 
so.” Dr. Carrel writes that his staff is being dispersed and 
his department closed and that this inevitably brings to an 
end all his research, including the development of the new 
method for the cultivation of entire organs in the Lindbergh 
apparatus. The original information was taken from Science. 


Government Services 


Admiral Butler Retires 

Rear Admiral Charles St. J. Butler, medical corps, who 
retired for age April 1, was ordered detached March 31 as 
president of the naval retiring board and board of medical 
examiners and naval retiring board for officers of the medical 
corps and to proceed home. Capt. Benjamin H. Dorsey, 
medical corps, has advanced to the rank of rear admiral and 
been assigned to succeed to duty as president of these boards 
at the navy department, according to the Military Surgeon, 


Colonel Siler to Retire 

Col. Joseph F. Siler will retire from active service in the 
medical corps of the U. S. Army, June 30, after about thirty- 
nine years’ service. Dr. Siler graduated at the University of 
Virginia Medical Department in 1898. He was chairman of 
the Thompson-McFadden pellagra commission, 1912-1915. He 
served as chief of professional service division, office of the 
surgeon general, 1925-1929; chief health officer, Panama Canal, 
1929-1934. He entered the service as contract surgeon in 
1900, and advanced through the various ranks until 1929, when 
he was appointed colonel. He was awarded the Distinguished 
Service Medal and has written extensively on pellagra, dengue 
fever and typhoid. He is a member of many scientific societies 
and served as president of the American Society of Tropical 
Medicine. The successor to Colonel Siler as director of the 
Professional Service Schools at the Army Medical Center has 
not been announced. 
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LONDON 
(From Our Regular Correspondent) 
May 13, 1939. 
Blood Transfusion Service Established 

The minute detail in which preparation is being made for 
dealing with civil casualties of air raids has been pointed out 
previously. The latest is the establishment of a national emer- 
gency blood transfusion service for London at four centers in 
adjacent cities. Blood immediately available for transfusion 
to air casualties will be stored in underground refrigerators. 
Existing donors will have the option of enrolling at their local 
hospitals or of giving blood at one of the stores. The present 
London service would cease, as ordinary patients would be 
transferred for greater safety to hospitals far outside its area. 
During the September crisis steps were taken to establish a 
large supply depot within a convenient distance of London. 
Preparations were so far advanced that the supply would have 
begun within seven days of the outbreak of hostilities. In the 
meantime hospitals were advised to store an adequate amount 
of blood for their immediate needs. Excavations are proceed- 
ing for the construction of an underground refrigerated store 
and properly protected surgery, laboratory and waiting rooms 
as well as residency for the medical and administrative staff. 


The Medical Peace Campaign 

Under the presidency of Prof. J. A. Ryle of Cambridge an 
organization of physicians called the Medical Peace Campaign 
has been formed. They argue that, as the medical profession 
is responsible to a large extent for the prevention of disease 
and suffering, it should take what measures it can to prevent 
war. The committee has therefore drawn up proposals 
addressed to physicians throughout the world. 

Realizing the suffering caused by war and accepting its 
medical responsibility to prevent disease, the committee urges 
the governments of the world to take action to make war 
impossible. In particular it suggests that, to combat the 
present emergency, Great Britain, France and Russia should 
declare that they stand united to resist all further aggression 
by military force if necessary and that the governments of 
these countries should invite all other countries, irrespective 
of their form of government, to associate themselves with this 
declaration. They maintain that the only way to eliminate all 
possibility of future war is to establish the rule of interna- 
tional law, based on the principle of justice to all and backed 
by overwhelming military and economic strength. To this end 
they urge that a conference be called to discuss the practical 
measures which should be taken. Finally, regarding medicine 
as the most international and humane of the professions, they 
remind their colleagues in all countries of the great part which 
they may yet play in influencing public opinion on behalf of 
peace. 

Virus Diseases 

At a meeting of the Royal Society of Tropical Medicine 
and Hygiene at which viruses were discussed, Dr. K. M. Smith 
said that since Iwanowsky discovered the first virus in 1892 
a large number of plant and animal viruses had been described. 
Of the former no fewer than 163 viruses and virus strains 
were on record. In the affected plants the symptoms were 
extremely varied. Almost the only point in common was their 
uniform distribution over most of the plant as the result of 
the systemic nature of the infection. This contrasted with the 
more localized lesions caused by other pathogenic agents. A 
less usual result was a general chlorosis or yellowing of the 
plant with various distortions. V irus-diseased plants generally 
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did not die. Two kinds of intracellular inclusions were found 
—a large, rounded, vacuolated mass generally near the nucleus 
and crystalline plates, as in tobacco mosaic. 

Virus diseases could be disseminated experimentally by inoc- 
ulation and were spread naturally by contact or by air, water, 
soil and insects. Almost all the transmitting insects were 
Hemiptera which sucked sap by a piercing apparatus. Though 
animal viruses multiplied in the insect vector, there was no 
proof that this occurred in plant viruses. 

Prof. S. P. Bedson said that animal viruses were trans- 
mitted in a variety of ways but that insects played a less 
important part than with plant viruses. Rabies, venereal 
lymphogranuloma, molluscum contagiosum and warts were dis- 
tributed by direct contact. The virus of influenza was trans- 
mitted by droplet spray infection and of variola and varicella 
by dried particles. 

The great difference between the tissues of the plant and 
those of the insect rendered improbable multiplication of the 
plant virus in insects. The delimitation of the virus group 
was based on (1) small size and filtrability, (2) inability to 
multiply apart from living cells and (3) production of inclu- 
sion bodies. These criteria ‘vould include the agents causing 
trachoma, inclusion conjunctivitis, venereal lymphogranuloma, 
psittacosis and infection with Rickettsia. He would classify 
all these as a right wing group. In a left wing group he 
would classify the very small animal viruses which appeared 
homogeneous in composition—nucleoprotein. But it was impos- 
sible to say whether they were jimilar to crystallizable plant 
viruses. The remainder ke would classify in a center group 
with right and left affinities. Rickettsia bridged the gap 
between the right wing group and the bacteria. 


Vitamin E 


At a conference on vitamin E, arranged by the Society of 
Chemical Industry, Dr. K. E. Mason of Vanderbilt University, 
Nashville, Tenn., said that placental transfer of the vitamin in 
the rat was nil and mammary transfer exceedingly limited, 
even when the intake was increased to 2,000 times the minimal. 
Dr. S. W. F. Underhill pointed out that the effects of vitamin 
deficiency in the rat were similar to those produced by 
hypophysectomy. Hypoplasia of the thyroid and degenerative 
changes in the anterior lobe of the pituitary had been found. 
Administration of vitamin E would cure the paralysis observed 
in suckling rats, stimulate normal growth and arrest testicular 
degeneration due to deficiency of the vitamin. Prolonged defi- 
ciency caused degeneration of the ovaries and uterus. Dr. T. S. 
Moore said that deficiency in female rats produced a brown 
discoloration but that in males the seminal vesicles were dis- 
colored. Prolonged deficiency produced sores in the skin and 
eventually emaciation and death. Miss A. M. Copping and 
Prof. V. Korenchevsky of the Lister Institute had found that 
deficiency from birth produced diminished weight of the body 
and of the internal organs. 

A discussion on clinical applications was opened by Dr. P. 
Vogt-Muller of Copenhagen. Wheat germ oil gave 75 per 
cent of success in the treatment of barren cows and 70 per cent 
in barren sows. In human medicine vitamin E was successful 
in from 75 to 80 per cent of cases of habitual abortion. The 
treatment had also been effective in cases of threatened abor- 
tion, premature separation of the placenta and the toxemia of 
pregnancy. Dr. E. V. Shute of the University of Western 
Ontario said that a deficiency of vitamin E might be detected 
by a test of the estrogen vitamin E equilibrium of the blood. 
Deficiency of the vitamin must be very common in the non- 
pregnant. It was found in pregnant hypothyroid patients and 
in cases of abortion and accidental hemorrhage. The most 
important and earliest sign was uterine tenderness at the pla- 
cental site. Wheat germ oil as a source of vitamin E should 
be fresh and preserved cold. Mr. D. W. Currie had treated 


y 


2448 FOREIGN 
ninety-five cases of habitual abortion with wheat germ oil, 
alone or with progesterone, and had obtained 80 per cent of 
living births. In cases of threatened abortion he obtained an 
even higher percentage of full term pregnancies. 


The International Standard for Chorionic 
Gonadotropin 

At the third International Conference on the Standardiza- 
tion of Hormones, in Geneva last year, it was decided to 
establish international standards for hormones of the anterior 
pituitary and the analogous substances of urine and serum. 
The preparation of these standards, their storage and their 
dispensing were left to the National Institute of Medical 
Research of Great Britain. The institute has prepared the 
international standard for the gonadotropic substance of human 
urine (chorionic gonadotropin) from material provided by six 
different countries. The standard is dispensed in tablets of 
10 mg. The international unit is defined as the gonadotropic 
activity of 0.1 mg. of the standard preparation, which is the 
amount required to produce cornification of the vaginal epi- 
thelium of the immature rat. Thus each tablet contains about 
100 international units. Like international standards for other 
hormones, drugs and vitamins, the standard for chorionic 
gonadotropin is held by the National Institute for Medical 
Research on behalf of the Health Organization of the League 
of Nations. It is distributed to national centers established 
in Other countries or to workers in countries where centers 
have not been set up. 


First Aid Posts in London 

The minister of health has approved schemes submitted by 
the metropolitan boroughs and the corporation of the city 
for the establishment of 131 fixed first aid posts, five cleansing 
stations and thirty-four mobile units for London. The esti- 
mated total required is 200. One physician is to be appointed 
by the local authority for each post and sixty voluntary helpers. 
Of these the total number required is 12,000 women, but already 
17,000 have volunteered. The number of men _ volunteers 
required is 2,591, and almost this number has been enrolled, 
The fixed posts will be located mostly in hospitals or the 
basements of institutions. 


PARIS 
(From Our Regular Correspondent) 
May 6, 1939. 
Tetanus Anatoxin 

Through a series of studies starting with the discovery of 
diphtheria anatoxin about fifteen years ago, Gaston Ramon has 
set up new methods for the prophylaxis and treatment of tetanus : 
vaccination proper, serovaccination, anatoxic serotherapy and 
emergency prevention through the use of solutions of antitoxin. 
Since 1926 the dose of anatoxin has been specified for anti- 
tetanus vaccination. Three injections are necessary. Unlike 
diphtheria anatoxin, tetanus anatoxin does not cause intolerance. 
Diversified protection can be assured, increasing the effects of 
each, through mixing tetanus anatoxin with antityphoid vaccine 
and diphtheria anatoxin. 

Antitetanus vaccination has received a unanimously favorable 
reception in France; it has been estimated that one and a half 
million persons have been vaccinated. Antitetanus vaccination 
has been obligatory in the army for two years ; more than 800,000 
men have been vaccinated. 

Compared with antitetanus serum, the anatoxin was found to 
be stronger and more lasting. On the other hand, none of the 
vaccinated subjects had tetanus. Serovaccination gives pro- 
tection which is achieved rapidly but is of short duration, and 
postserum tetanus occurring as late as the third month after 
vaccination has been reported. Experience has proved that 
immunization can become lasting if serovaccination and the use 
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of anatoxin are associated as a routine. Such association is 
recommended as a therapeutic measure also; it really is an 
efhcacious toxin-anatoxin treatment. 

The benefits of anatoxin vaccination have been extended to 
the horses and mules of the French army, with remarkable 
results. Instead of fifty-nine probable cases, only one case of 
tetanus has been observed in six years. 


Health of Rural Populations 

The Bulletin de l’'Organisation d’hygiéne de la Société des 
nations is publishing a series of studies dealing with the health 
of rural populations. These studies deal in part with curative 
medicine, but the most interesting phase is that dealing with 
preventive medicine. The prevention of diseases among rural 
populations involves a study of their working conditions, nutri- 
tion and housing, the installation of water pipes and the con- 
struction of sewers, all that concerns the life of the peasants 
and the inhabitants of small isolated localities. It is desirable 
that in France more attention be given to the question of sani- 
tation in the country. The population is decreasing there, and 
the exodus of young people to the cities, with its regrettable 
social consequences, could be discouraged if rural regions were 
more healthful. 

Personals 

Professor Herissey, who holds the chair of biologic chemistry 
at the Faculté de médecine of Paris, and Prof. Léon Binet, who 
occupies the chair of physiology at the same institution, were 
elected to the Académie de médecine recently. Binet has pub- 
lished much material on varied subjects, including the functional 
exploration of the lung and asphyxias, and is the author of a 
classic treatise on physiology. 

Prof. Mare Tiffeneau, who succeeded Professor Roussy as 
dean of the Faculté de médecine of Paris, has been elected a 
member of the Académie des sciences. 

The Académie de médecine has lost Professor Nicolas, one 
of its most eminent members, who died in Nancy at the age 
of 78. He was permanent secretary of the Association of 
Anatomists of French Speech. 


BERLIN 
(From Our Regular Correspondent) 
April 17, 1939. 
The Status of Sickness Insurance 

The German ministry of labor, which controls the sickness 
insurance organizations, published a survey on the status of 
the legalized sickness insurance organizations in the year 1938. 
The number of groups showed a further decrease; as has 
been stated before in these letters, efforts are being made to 
reduce the number of groups so as to save on the cost of 
administration. According to the latest official figures there 
exist in the old territory of the reich 4,481 legalized sickness 
insurance groups, with 21.5 million members, and twenty-eight 
supplementary groups, with approximately 2.2 million mem- 
bers: that is, in all there are about 4,500 groups, with a 
membership of 23.7 millions. The year 1938 closed with a 
small financial surplus, which, however, was so slight that the 
financial status of the insurance groups must be kept under 
constant control. Regarding the question of the functions of 
sickness insurance, the ministerial reviewer points out that 
today the incidence of disease should not be estimated merely 
from the standpoint of sickness insurance, because the inci- 
dence of disease is today a question which concerns general 
economics and which must be estimated in its general effects. 
Cases of malingering represent a burden for the insurance 
funds by causing unnecessary expenditures and thus prevent- 
ing the use of funds for improvements in services or reduction 
of premiums; moreover, such cases deprive the economic life 
of the nation of working forces. He further stresses that 
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sickness insurance has the task of giving early and thorough 
help also in the form of prevention and prophylaxis. Efforts 
should be made to reduce the cases which concern only trifling 
matters but which take up a relatively large part of the dis- 
bursements. These funds could be used for more important 
functions, also in the sphere of prophylaxis. The reviewer 
admits that this aim, namely the reduction of minor cases, 
cannot be accomplished by legal measures but requires educa- 
tional efforts. 

The task for 1939 is the creation of a sickness insurance 
organization for greater Germany, that is the incorporation of 
the newly acquired territories, Austria and the Sudeten region. 


Unrestricted Practice Abolished 

By a new law a period of quackery is terminated in Ger- 
many, or at least its end is within sight. This closes a period 
which was initiated in 1869 as the result of a false interpre- 
tation of liberalism. The historic paradox of this entire devel- 
opment is that physicians and the Berlin Medical Society under 
the leadership of the ophthalmologist Professor von Graefe 
and of Virchow worked at that time for the so-called kurier- 
freiheit (free practice of medicine). During the many ensuing 
decades the medical profession did not succeed in effecting 
improvements and in introducing better conditions for the Ger- 
man people; anybody who wanted to could “cure.” The 
national socialist movement has given attention to these prob- 
lems ever since it came to power. Care was taken that the 
nature cure practitioners, the so-called heilpraktiker, were 
under some form of control and that the severest abuses were 
removed, but those who were permitted to remain received 
certain assurances and it may be said that unscientific “thera- 
peutics” was promoted and protected by the highest authorities. 
Now, however, under the new law, a decisive step has been 
taken. The essential provisions are as follows: A_ person 
practicing medicine who does not have the “approbation” as a 
physician must have a permit. The practice of medicine in the 
meaning of this law is every professional or occupational action 
for the diagnosis, cure or alleviation of diseases, illnesses or 
bodily defects in human beings. Whoever has been a profes- 
sional practitioner of medicine may continue if he secures a spe- 
cial permit, under the professional designation “heilpraktiker” 
(lay practitioner), but in the future, that is for new candidates, 
this permit is given only in exceptional cases. However, one 
concession allows that a person who demonstrates by special 
accomplishments his capacity for practicing medicine may, by a 
dispensation of the ministry, be admitted to the study of medicine 
on easier terms so far as he proves his aptitude for this study. 
Training schools for nature medicine must be closed. Viola- 
tions of this law are punishable by imprisonment for as long 
as one year as well as by a fine. 

The lay practitioners must be members of their organiza- 
tion, that is of the “German society for lay practitioners.” A 
permit may be granted under exceptional conditions for the 
practice of the art of healing by a person not a physician 
who has not been active in this sphere heretofore but who 
wishes to be in the future. The decision as to whether such 
a permit is to be granted is rendered by a committee of experts 
of the reich’s ministry of the interior consisting of two physi- 
cians and two lay practitioners. Before the committee renders 
the decision, the candidate must subject himself to a test of 
his qualifications and efficiency as a practitioner in a hospital 
designated by the ministry. The physician in charge of the 
hospital, in consultation with a lay practitioner, supervises this 
examination, which may last as long as six months. If the 
permit is granted at this time, the candidate is given the title 
“physician of nature medicine.” Thus a title with the compo- 
nent “physician” is applied for the first time to a person who 
has not completed a regular course of medical studies. These 
persons are also subject to,the reich’s regulations for physi- 


FOREIGN 


LETTERS 2449 
cians, just like the regular physicians. 
of persons will be affected by this. 

According to another concession, “Whoever helps his fellow 
men in an unselfish manner to prevent or cure diseases should 
not be hindered in doing this”; thus it seems that if a person 
does not take payment for it he is permitted to practice 
quackery. The leader of the physicians of the German reich 
emphasizes that the lay practitioners did much to promote 
the natural therapeutic methods but that the national socialist 
state has already succeeded in producing a synthesis between 
school medicine and the natural therapeutic methods. He 
expresses the opinion that the majority of physicians now are 
acquainted with the biologic methods of treatment and are 
making adequate use of them. Thus a special group of nature 
cure practitioners is no longer necessary. He also said that 
in the future the lay practitioners would number about 5,000 
instead of the present 13,000 and that, on the basis of the new 
law, this group would not receive new additions and thus 
would be automatically abolished within a few decades. Some 
therapeutic performances will not be affected by the regula- 
tions of the new law, especially those of a more mechanical 
nature, for instance the determination of visual acuity by the 
optician and the making of orthopedic apparatus. 

In the future it will thus be entirely clear who, besides 
physicians, may practice medicine as a profession or a trade 
in Germany. Since the belief in miracles and superstitions is 
widespread among the people, this thorough regulation will no 
doubt produce favorable results. 


Only a small number 


Marriage and Birth Increases 

Statistics on the growth of the population show a favorable 
development for 1938. The frequency of marriages was high, 
about 22,000 more marriages having been contracted in 1938 
than in 1937 in the old reich. This increase is all the more 
noteworthy because the male youth of the years with a falling 
birth rate has now attained marriage maturity. An excep- 
tionally large increase of marriages is reported for Austria 
(22,000 in the third quarter of 1938, more than twice as many 
as in the corresponding period in 1937). A similar fact was 
observed during the earlier period of the Nazi régime because 
of the easements, like loans, granted to newly married couples. 

The increase in the birth rate received a new impetus in the 
second half of 1938; 7.7 per cent more children were born in 
the third quarter of 1938 than for the same period in 1937. 
The total number of births in 1938 may be computed to be 
1,340,000 for the old reich; that is, 19.6 per cent per thousand 
inhabitants. If to this are added about 91,000 births in Austria 
and about 52,000 in the Sudetenland, the total number of births 
for the whole of present day Germany amounts to 1,484,000. 
This number is by 165,000, or 10 per cent, short of the 1,650,000 
necessary to maintain population and army needs. 


School for Leaders of the Red Cross 


A school for leaders of the German Red Cross, opened at 
the end of February near Berlin, is to serve chiefly for the 
training of the leaders of the chief sections of the different 
district stations of the Red Cross. In addition there exist 
nine district schools which train the file leaders in courses 
lasting six days. About thirty persons are usually accepted 
for each of these six day training courses. In the opening 
address the president of the German Red Cross, brigade leader 
Dr. Grawitz, explained that in 1938 the Red Cross of all 
Germany had been completely reorganized. In the spirit of 
national socialism a new soldierly organization was formed 
out of the more than 9,000 societies that existed earlier. He 
pointed out that this new organization had proved its worth 
at the time of the union with Austria, at the time of the occu- 
pation of the Sudeten districts, in the care of Sudeten-German 
refugees and in the sanitary service of the workers who con- 
structed the fortifications on Germany's western borders. 
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AUSTRALIA 
(From Our Regular Correspondent) 
May 20, 1939. 
Tuberculosis and the Government 

In view of strong representations by a deputation and out- 
spoken criticism of the government's policy regarding tuber- 
culosis by Dr. H. W. Palmer, until recently superintendent of 
a large sanatorium, the government in New South Wales is 
considering a proposal to provide special facilities for the 
accommodation and care of patients with early tuberculosis. 

The recommendations, if put into effect, would come near 
to solving the tuberculosis problem but for the fact that most 
of the patients with the early form in need of the care pro- 
posed have yet to be found. Despite the thousands of persons 
slightly afflicted, clinics, sanatoriums and hospitals receive few 
patients who have not reached an advanced stage. This is 
thought to be due to certain limitations to which the agencies 
responsible for notification are subject. The general practi- 
tioner, for instance, when reporting a case of tuberculosis has 
to fill in elaborate forms, forwarding with them a short history 
of the case, a description of the present condition of the patient 
and an outline of the treatment advised, to assist the tuber- 
culosis division to decide how to act. All this takes consider- 
able time, for which the physician receives little or no reward. 
Then, practitioners are often too busy to find the time or take 
the trouble necessary to test a patient thoroughly for signs of 
tuberculosis. Many others lack expert knowledge and experi- 
ence necessary to diagnose a disease the early symptoms of 
which are elusive. Furthermore, a considerable number of 
physicians are reluctant to brand their patients with the social 
stigma of tuberculosis. No wonder therefore that few cases 
of early involvement are reported. 

Notifications from clinics are almost as _ disappointing, 
although for other reasons. Fear of losing his means of liveli- 
hood keeps a patient away until his disease is so advanced that, 
on an average, he has infected ten other persons. When he 
does present himself, note is made of his contacts, who are 
called on by a visiting nurse. It is by testing these that the 
clinic obtains the bulk of its patients, including the few patients 
in the early stages who never should have been infected. 
According to the most optimistic estimates, scarcely more than 
20 per cent of all patients are in these stages. As a means 
of combating this state of affairs, it has been suggested that a 
mobile clinic be instituted which would attempt to locate pos- 
sible cases of early involvement through the general practitioner. 

Frequently the wage earner cannot afford to leave his wife 
and children, who depend on him. Consequently after he has 
received the distressing news that he is afflicted, work and 
worry combine to aid the progress of the disease, which devel- 
ops rapidly until it is incurable and the sufferer may have 
infected others. If he goes into a sanatorium he gets a pension 
of £1 a week after a certain amount of departmental delay, 
but this sum is not nearly sufficient to maintain his wife and 
family, who are probably already infected and need good food. 
Official figures show that 50 per cent of the invalid pensions 
granted to women in New South Wales between the ages of 
25 and 30 (the child-bearing ages) are for tuberculosis. 

Many and frequent recommendations have been made to both 
the state and the commonwealth government to improve this 
state of affairs but nothing has yet been done to make them 
effective. That such an omission is a penny wise, pound foolish 
policy is proved by the fact that last year New South Wales 
had to spend £60,000 on tuberculosis, ineffectively, in addition 
to subsidies to various hospitals. It is evident that the tuber- 
culosis problem can be solved only by making it possible for 
the patient in the early stages to receive treatment, and by 
insuring that a patient with the arrested form will not have 
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a relapse. Any money spent in these directions will be more 
than offset by a reduction in the lost legion of expensive 
incurable patients. 
Preventable Disease 

That the list of diseases which were positively preventable 
was ever increasing and that, although the causes of many of 
the world’s most virulent diseases had been known for years, 
they had not yet been stamped out were facts stressed by Sir 
Alfred Webb-Johnson, surgeon to Queen Mary, delivering the 
Anne MacKenzie memorial oration at the Australian Institute 
of Anatomy. He said that an expenditure equal to that being 
devoted to war purposes would be necessary to eradicate them 
and that, if only peace could be assured and the vast sums 
expended on armaments could be devoted to the improvement 
of housing and nutrition, the provision of better water supplies 
and all the other basic needs of health, the results might be 
better for mankind. He also mentioned the problem of the 
airplane as a possible means of rapid spread of infective disease 
from one country to another. Cholera, yellow fever and 
trypanosomiasis, which formerly were held in check by ocean 
barriers, could now be spread by air travelers, and this neces- 
sitated a stringent watch and control by medical authorities. 


Sir Colin MacKenzie Memorial 

Before the oration was delivered, the minister for health, 
Senator Foll, unveiled a memorial tablet which had been erected 
in the Institute of Anatomy by Lady MacKenzie to its founder 
and first director, Sir William Colin MacKenzie. Senator Foll 
said that the institute was its own memorial to the active life 
of- its founder and that the late Sir Colin’s work would become 
more and more important in the future as investigators made 
use of the material which he had provided 


Protection Against Air Raids 

Preparations for the protection of the civilian population in 
air raids have commenced. Throughout the country groups of 
men and women are being trained in first aid and decontami- 
nation duties, and physicians, police and hospital employees 
are being instructed in antigas measures. Some arrangement 
too has been made for emergency organization of essential 
services. There is a pressing need, however, for greater coop- 
eration with the medical profession and for extension of 
facilities for the collection, evacuation and treatment of such 
casualties as do occur. 


Marriages 


Joun KenNetH SoKoL, Spencer, Iowa, to Miss Ruth Ashley 
of Grand Forks, N. D., at Evanston, Ill., April 1 

Duncan I. C. Kine, Hendersonville, N. C., to Miss Virginia 
Marie Braznell of Miami Beach, Fla., March 4. 

CHARLES LAWRENCE WHITTEMORE to Miss Amy Dumbell 
Villalonga, both of New York, May 24. 

Marcus Eucene Morrison to Miss Sara Katherine Harlan, 
both of Corinth, Miss., recently. 

Rosert J. Hauscuet to Miss Izetta Pointdexter, both of 
Bremerton, Wash., February 14. 

CuHar_es W. McLAuGHLIN Jr., to Miss Beatrice Remeirs, 
both of Omaha, January 14. 

James Otiver WarreN to Miss Sue Thrasher, both of 
Welch, W. Va., March 12. 

Catcett Litre_t to Miss Alma Bordelon, both of 
Opelousas, La., recently. 

Ricuarp T. HaverstocK to Miss Evalyn Moore, both of 
Seattle, February 25. 

Joserpn Davis to Miss Ella Rose Goldberg, both of Louis- 
ville, Ky., recently. 

Davip J. WeRNER to Miss Loyola Host, both of Milwaukee, 
February 18. . 


M. A. 
June 10, 1939 
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Daniel Nathan Eisendrath ® once a distinguished surgeon 
of Chicago and more recently a resident of Paris, France, died 
in Paris, June 1, following an operation. Dr. Eisendrath was 
born in Chicago, Nov. 8, 1867. He received his bachelor’s 
degree from Johns Hopkins University in 1889 and the degree 
of doctor of medicine from Northwestern University Medical 
School in 1891. After study abroad he began the practice of 
medicine in Chicago. He was assistant clinical professor of 
surgery at Rush Medical College and attending urologist at 
Michael Reese Hospital. He left the United States to establish 
a permanent residence in France in 1930, qualifying as a prac- 
titioner under the laws of France and becoming consulting 
urologist to the American Hospital in Paris. He was the 
author of a textbook on clinical anatomy published in 1903, a 
textbook on surgical diagnosis, and also with H. C. Rolnick 
author of “Clinical Urology,” the first of the several editions 
of which appeared in 1928. He was also the author of a 
number of monographs and scientific contributions devoted to 
surgical subjects. During the World War he served as captain 
in the medical corps. He was a member of the Chicago Surgical 
Society, the Western Surgical Association, the Chicago Uro- 
logical Society and the American Urological Association. He 
was a fellow of the American College of Surgeons and a member 
of the Congrés de chirurgie (France) and of the Société belge 
d’urologie. For some years he served as Paris correspondent 
of THE JOURNAL. 

Alfred Friedlander ® Cincinnati; Medical College of Ohio, 
Cincinnati, 1895; since 1919 professor of medicine and since 
1934 dean, University of Cincinnati College of Medicine; mem- 
ber of the American Pediatric Society; fellow of the American 
College of Physicians; served during the World War; chief of 
the medical staff in charge of all medical and educational work 
of the Cincinnati General Hospital and formerly superintendent ; 
on the staff of the Hamilton County Home and Chronic Disease 
Hospital and the Hamilton County Tuberculosis Sanatorium; 
president of the Heart Council of Greater Cincinnati; author 
of “Hypotension,” published in 1927; aged 67; died, May 28. 
A. Donaldson Smith, Philadelphia; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1889; engaged in 
African exploration with a scientific staff provided by the 
British Museum; exploration between Berbera and the Nile, 
and in Mongolia; was awarded the Cullum gold medal by the 
American Geographic Society, Kane gold medal by the Phila- 
delphia Geographic Society; honorary fellow of the Royal 
graphic Society, which awarded him the Patron’s Medal ; author 
of “Through Unknown African Countries”; aged 74; died, 
February 18, in the United States Naval Hospital. 

Ida Josephine Brooks, Little Rock, Ark.; Boston Uni- 
versity School of Medicine, 1891; president of the Arkansas 
Homeopathic Board of Medical Examiners; formerly lecturer 
and instructor on social hygiene and associate professor of 
psychology and psychiatry at the University of Arkansas School 
of Medicine; at one time acting assistant surgeon in the United 
States Public Health Service, health director and psychiatrist 
of the city public schools and psychiatrist of the juvenile court; 
aged 85; died, March 13, in St. Vincent’s Infirmary of pneu- 
monia following a fracture of the hip. 

Frank Wilbur Foxworthy, Miami Beach, Fla.; Medical 
College of Indiana, Indianapolis, 1897; at one time a practi- 
tioner in Indianapolis, where he was on the staffs of the 
Methodist Hospital and St. Vincent’s Hospital and consulting 
physician to the board of education; served during the Spanish- 
American War and was awarded the Congressional Medal for 
valor in action; associated with several insurance companies ; 
author of “Life Insurance Examination,” published in 1923; 
formerly on the staff of the Victoria Hospital, Miami, and St. 
Francis Hospital; aged 65; died, March 15, in Florence, Ala. 
Edward Jay Bernstein, Detroit; University of Maryland 
School of Medicine, Baltimore, 1887; member of the American 
Academy of Ophthalmology and Oto-Laryngology; fellow of 
the American College of Surgeons; at one time professor of 
ear, nose and throat, Woman’s Medical College, Baltimore; at 
various times attending ophthalmologist and otolaryngologist 
to the Bay View Hospital and the Freedman’s Hospital, Balti- 
more, and Borgess Hospital, Kalamazoo, Mich.; formerly con- 
sultant to the Grace Hospital; aged 75; died, March 30, of 
cerebral thrombosis. 


Richard Stanwood Benner ® Springfield, Mass.; Harvard 
University Medical School, Boston, 1903; member of the New 
England Obstetrical and Gynecological Society and the New 
England Surgical Society; fellow of the American College of 
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Surgeons; served at various times and capacities on the staffs 
of the Wesson Hospital, Springfield Hospital and Mercy Hos- 
pital, Springfield; Mary Lane Hospital, Ware; Noble Hos- 
pital, Westfield, and the Wing Memorial Hospital, Palmer ; 
aged 62; died, March 23, of coronary thrombosis. 

Carroll Julian Roberts, Buffalo; University of Buffalo 
School of Medicine, 1903; professor of medicine at his alma 
mater ; fellow of the American College of Physicians; formerly 
chairman of the city board of health; aged 58; assistant attend- 
ing physician to the Buffalo General Hospital; consulting 
physician to the J. N. Adam Memorial Hospital, Perrysburg, 
and clinical director of the Edward J. Meyer Memorial (Buf- 
falo City Hospital), where he died, April 6, of pneumonia. 

Robert H. Grube, Long Beach, Calif.; Medical College of 
Ohio, Cincinnati, 1886; past president of the Greene County 
(Ohio) Medical Society; formerly member of the Ohio State 
Board of Health; at one time city health commissioner of 
Xenia, Ohio, and health officer of Greene County, Ohio; for 
many years on the staff of the McClellan Hospital; aged 82; 
died, February 23, of arteriosclerosis with hypertension and 
chronic myocarditis. 

Harry Lee Shaw, Sumter, S. C.; Medical College of the 

State of South Carolina, Charleston, 1891; member and past 
president of the South Carolina Medical Association; past 
president and secretary of the Sumter County Medical Society ; 
for many years member of the state board of medical exam- 
iners; served during the World War; on the staff of the 
Tuomey Hospital; aged 73; died, February 18, of cerebral 
hemorrhage. 
_ Lyman Robert Forgrave ® St. Joseph, Mo.; Central Med- 
ical College of St. Joseph, 1899; member of the American 
Academy of Ophthalmology and Oto-Laryngology; fellow of 
the American College of Surgeons; on the staffs of the Noyes 
Memorial and Missouri Methodist hospitals and consultant to 
the State Hospital number 2; aged 63; died, March 9, in St. 
Luke’s Hospital, Kansas City, of bronchopneumonia. 

Charles Courtney Grieve ® Medical Director, Captain, 
United States Navy, retired, San Diego, Calif.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1901; entered the navy in 1903 and retired in 1929 for inca- 
pacity resulting from an incident of service; fellow of the 
American College of Surgeons; aged 65; died, February 17. 

Charles R. Garr, Flemingsburg, Ky.; Hospital College of 
Medicine, Louisville, 1880; member of the Kentucky State 
Medical Association; past president of the Fleming County 
Medical Society; past president of the county board of health; 
aged 80; died, March 11, in the Good Samaritan Hospital, 
Lexington, of carcinoma of the rectum. 

Hercules R. Webster ® Texarkana, Ark.; St. Louis Col- 
lege of Physicians and Surgeons, 1881; an Affiliate Fellow of 
the American Medical Association; formerly secretary of the 
Miller County Medical Society; said to have written the first 
compulsory vaccination law (Arkansas) adopted in the United 
States; aged 82; died, February 16. 

Herbert Lawrence Strandberg, Carteret, N. J.; Univer- 
sity of Maryland School of Medicine, Baltimore, 1916; member 
of the Medical Society of New Jersey; president of the board 
of education and formerly member of the borough council; 
served during the World War; aged 48; died, February 24, 
of chronic congestive heart disease. 

Leo Josephus Crum ® Kalamazoo, Mich.; University of 
Michigan Homeopathic Medical School, Ann Arbor, 1906; past 
president of the Kalamazoo Academy of Medicine; served dur- 
ing the World War; aged 56; on the staff of the Borgess 
Hospital, where he died, March 15, of hypertensive heart disease 
and acute coronary occlusion. 

Claudius James Byrne, Worcester, Mass.; Tufts College 
Medical School, Boston, 1910; member of the Massachusetts 
Medical Society; fellow of the American College of Surgeons; 
aged 54; senior surgeon to the Worcester City Hospital, where 
he died, March 19, of hypertension with coronary artery dis- 
ease and nephrosclerosis. 

Challon Guy Forsee, Louisville, Ky.; University of Louis- 
ville Medical Department, 1905; member of the Kentucky State 
Medical Association; formerly adjunct professor of surgery at 
his alma mater; fellow of the American College of Surgeons; 
on the staff of the SS Mary and Elizabeth Hospital; aged 63; 
died, March 3. 

Philip Frank Bernstien, Brooklyn; Syracuse University 
College of Medicine, 1917; member of the Medical Society of 
the State of New York and the American Academy of Oph- 
thalmology and Oto-Laryngology; served during the World 
War; aged 47; died, March 9, in the Jewish Hospital of heart 
disease. 
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Roscoe Conkling Danford, Pana, Ill.; Northwestern Uni- 
versity Medical School, Chicago, 1896; member of the Illinois 
State Medical Society; fellow of the American College of 
Surgeons ; served during the World War; chief, surgical depart- 
ment, Huber Memorial Hospital; aged 67; died, March 30. 

Charles David Ryan, Indianapolis; Kentucky School of 
Medicine, Louisville, 1903; member of the Indiana State Med- 
ical Association ; served ‘during the World War; formerly 
connected with the Veterans’ Ad stration ; aged 61; died, 
February 7, of coronary occlusion and mitral stenosis. 

John Amos Knapp, Mount Vernon, N. Y.; Bellevue Hos- 
pital Medical College, New York, 1888; member of the Medical 
Society of the State of New York; on the courtesy staff of 
the Mount Vernon Hospital; aged 84; died, February 2, of 
arteriosclerosis, nephritis and uremia. 

George Wheelock Banning, Lakeland, Fla.; College of 
Physicians and Surgeons, Medical Department of Columbia 
College, New York, 1895; at one time on the staffs of the 
Mercy and St. Luke’s hospitals, Davenport, Iowa; aged 69; 
died, February 21, in the Morrell Memorial Hospital of cere- 
bral hemorrhage and pneumonia. 

W. T. Ryan, Tracadie, N. B., Canada; McGill University 
Faculty of Medicine, Montreal, Que., 1901; for many years 
special federal quarantine officer at McAdam Junction; super- 
intendent of the Dominion Government Hospital; aged 61; 
died, February 16, at Bathurst. 

John Walker Wigham, Toronto, Ont., Canada; 
of Toronto Faculty of Medicine, 1904; L.RCS., 
Edinburgh, Scotland, 1905, L.I.P.S., Glasgow, 1905; 
staffs of the Toronto Western and St. Joseph’s hospitals; 
57; died, February 28. 

John Noble Ellison © Portsmouth, Ohio; Miami Medical 
College, Cincinnati, 1902; past president of the Hempstead 
Academy of Medicine; aged 61; on the staff of the Mercy 
Hospital, where he died, March 30, of septicemia and infection 
of the knee and foot. 

Walter Byrne, Russellville, Ky.; University of Louisville 
School of Medicine, 1910; member of the Kentucky State 
Medical Association; secretary of the Logan County Medical 
Society ; served during the World War; aged 53; died, March 
18, of heart disease. 

Edouard Thompson Anderson, Corpus Christi, Texas; 
Willamette University Medical Department, Salem, Ore., 1898 ; 
member of the State Medical Association of Texas: formerly 
on the staff of the Spohn Hospital; aged 72; died, February 9, 
of arteriosclerosis. 

John Arthur Funk, Hamadan, Iran, Persia; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1900; 
for many years a medical missionary; in charge of the Lily 
Reid Holt Memorial Hospital for Men; aged 65; died, March 
5, of myocarditis. 

John Henry Downing, Toronto, Ont., Canada; Western 
University Faculty of Medicine, London, 1902: formerly mem- 
ber of the board of education; aged 70; died, March 10, in the 
Toronto General Hospital of meningitis following an infection 
of the ear. 

George Pierce Du Bose, Washington, D. C.; University 
of Virginia Department of Medicine, Charlottesville, 1883; 
formerly connected with the United States Pension Bureau: 
aged 76; died, February 7, of cerebral hemorrhage and arterio- 
sclerosis. 

Ralph Bartholomew Scheier @ San Francisco; 
of Physicians and Surgeons, San Francisco, 1908; medical 
director of the Canyon Sanatorium, Redwood City, Calif.; 
aged 58; died, February 25, of adenocarcinoma of the urinary 
bladder. 

Charles Roy Davis ® Detroit; Cornell University Medical 
College, New York, 1908; fellow ‘of the American College of 
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P 


on the 
aged 


College 


Surgeons; for many years on the staff of the Grace Hospital 
and the Parkside Hospital; aged 56; died, March 22, of heart 
disease. 


Orrin Henry Freeland ® Mason, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1897: Spanish-American War veteran; formerly member of 
the board of education; aged 69; died, March 25, of heart 
disease. 

Tobias M. Uhler, Easton, ; Jefferson Medical College 
of Philadelphia, 1874; member, vio president and secretary of 
the Medical Society ‘of the State of Pennsylvania; aged 90; 
died, February 19, in St. Petersburg, Fla., of cerebral hemor- 
rhage. 

Claude Porterfield Fox © Greeneville, Tenn.; University 
of the City of New York Medical Department, 1888; fellow of 
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the American College of Surgeons; aged 72; chief of staff of the 
Greeneville Sanatorium and Hospital, where he died, March 7. 

Harry Calvin Berger ® Kansas City, Mo.; Harvard Uni- 
versity Medical School, Boston, 1915; member of the American 
Academy of Pediatrics ; on the staff of the Children’s Mercy 
Hospital; aged 49; died, March 5, of coronary occlusion. 

Edward Everett Bickers, Eminence, Ky.; Kentucky School 
of Medicine, Louisville, 1898; formerly mayor; past president 
of the county board of health ; aged 66; died, March 14, in 
the Deaconess Hospital, Louisville, of bronchopneumonia. 

John Lester Shawl, Onarga, Ill.; Hahnemann Medical 
College and Hospital, Chicago, 1902; member of the Illinois 
State Medical Society; on the staff of the Irequois Hospital, 
Watseka; aged 72; died, February 23, of heart disease. 

Elisha Miller Robinson, Birmingham, Ala.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1885 : member 
of the Medical Association of the State of Alabama : ‘aged 75; 
died, February 26, of uremia, nephritis and myocarditis, 

John Joseph Donoghue, Worcester, Mass.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1904; member of the Massachusetts Medical Society; aged 64; 
died, March 21, in the Pondville Hospital, Wrentham. 

Herbert Kelley Gallagher, Albuquerque, N. M.; Jefferson 
Medical College of Philadelphia, 1922: at one time health 
officer of Limestone County, Ala.; aged 42; died, March 15, 
in St. Joseph Sanatorium of pulmonary tuberculosis. 

Howard Leslie Cornell, Los Angeles; Medico-Chirurgical 
College of Kansas City, Mo., 1902: author of three volumes of 
the “Encyclopedia of Medical Astrology”; aged 66; died, Feb- 
ruary 17, of nephritis and hypertrophy of the heart. 

Andrew Young Thompson ® Larimore, N. D.; Queen's 
University Faculty of Medicine, Kingston, Ont., Canada, 1908 ; 
on the staff of the Grand Forks County Hospital, Arvilla, 
aged 59; died, February 26, in Grand Forks. 

John Harding, Perry, N. Y.; University of Buffalo School 
of Medicine, 1878; member of the Medical Society of the State 
of New York; formerly village trustee and village president; 
aged 83; died, February 8, of pneumonia. 

Cameron Tyerwhitt Coulter, Malone, N. Y.; Queen's 
University Faculty of Medicine, Kingston, Ont., Canada, 1913; 
health officer: served during the World War; aged 54: died, 
February 15, of coronary occlusion. 

Mary Salina Barradell, Chicago; Chicago College of Medi- 
cine and Surgery, 1913; member of the Illinois State Medical 
Society; aged 68; died, March 9, in the Roseland Community 
Hospital of cerebral hemorrhage. 

Ira Jefferson Bush, El Paso, Texas; Louisville (Ky.) 
Medical College, 1890; member of ‘the State Medical Associa- 
tion of Texas; aged 73; died, March 10, of strangulated 
umbilical hernia and myocarditis. 

George H. Turner, Garrison, Texas; Louisville (Ky.) 
Medical College, 1892; aged 66; died, February 28, in the 
City Memorial Hospital, Nacogdoches, of hypertension, arterio- 
sclerosis and bronchopneumonia. 

Stanley Frank Wasielewski ® Milwaukee; Marquette 
University School of Medicine, Milwaukee, 1933; aged 31; died, 
February 25, in St. Joseph’s Hospital of rheumatic heart dis- 
ease with auricular fibrillation. 

Giuseppe Munna ® Freeport, N. Y.; Regia Universita 
degli Studi di Palermo Facolta di Medicina e Chirurgia, Italy, 
1904; served during the World War; aged 58; died, February 
10, of coronary thrombosis. 

William A. Staton, Coal Fork, W. Va.; Kentucky School 
of Medicine, Louisville, 1885; aged 78; died, February 14, in 
a hospital at Charleston of’ chronic hypertrophic prostatitis 
and hypostatic pneumonia. 

Lemuel Alfred Anthony, Rio Vista, Calif.; Missouri Med- 
ical College, St. Louis, 1891; served duri ing the World War; 
aged 70; died, February 11, in the Veterans Administration 
Facility, San Francisco. 


Gustavus Adolphus, Clearwater, Ila.; Georgia College of 


.Eclectic Medicine and Surgery, Atlanta, 1900; aged 69; died, 


March 3, in the Emory University Hospital, Atlanta, of car- 
cinoma of the left lung. 

Robert Ewing Zimmerman, Butte, Mont.; University of 
Louisville (Ky.) School of Medicine, 1938; intern at St. James 
Hospital; aged 27; was found frozen to death, February 7, 
near MelIntosh, S. D. 

Joel William McDonald, Hot Springs National Park, 
Ark.; College of Physicians and Surgeons, Little Rock, 1909; 
served during the World War; aged 57; died, February 16, 
of mitral insufficiency. 
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Bureau of Investigation 


ZORBIT 


A Fake Capitalized at Forty Thousand Dollars 

Zorbit, Incorporated, of Montclair, N. J., was chartered in 
the state of Delaware in November 1937 by William Teetzel, 
President and Managing Director, with a capitalization of 
$40,000. The concern sold through the mails a reddish brown 
powder that when applied to the feet was represented to alle- 
viate the pain of arthritis, rheumatism, neuritis, sciatica and 
lumbago. 

Zorbit seems to be a Canadian fake, for the advertising 
declared that it “has helped thousands in Canada” and, it was 
added, is “now available to sufferers in the U. S. A.” Such 
“sufferers,” one assumes, are the type that a deceased circus 
manager described as having a birth rate of one a minute. 

“Zorbit is not a cure-all’; no, indeed. It was recommended 
only for such conditions as those already listed. And it worked 
“Through the Feet.” Starting with the hypothesis that 
“absorption of medicine is not new,” it simply “remained for 
that eminent Canadian chemist and scientist, W. F. Teetzel, to 
perfect, after years of painstaking research, a formula that 
could be readily absorbed into the bloodstream.” Result, 
Zorbit! One learns further from Mr. Teetzel’s advertising 
that the Zorbit formula “was perfected in 1923 after several 
years research by Mr. W. F. Teetzel, for over forty years a 
leading pharmacist and chemist in Canada.” 

The reddish brown powder called Zorbit had the following 
composition : 

Y% part 


Todine, resublimed 4 parts 


Cascara bark, powdered... 3 parts 
part 


And enough iron oxide to make the powder red! 


Sulfur, resumblimed 


Iron carbonate 5 parts 


The instructions for the use of Zorbit were to bathe the feet 
in warm water, leave them moist, apply a bottle-cap full of 
the powder to each foot and repeat the treatment on alternate 
days. 

As this powder would not be absorbed into the blood stream 
and certainly would not restore sufferers with rheumatism, 
arthritis, sciatica, neuralgia or lumbago to “perfect health,” 
the realistic Post Office Department declared Zorbit a fraud 
and on Sept. 1, 1938, closed the mails to Zorbit, Inc., and also 
to that “leading pharmacist and chemist,” W. F. Teetzel. 


THE VITA MINRO FRAUD 


Another Fake Is Debarred from the Mails 

Harry L. Singletary and Clarence S. Gadsden, both of Cleve- 
land, were, according to a federal report, engaged in promoting 
a cure-all called “Vita Minro Health Tablets.” The business 
was conducted under such trade styles as “Vita Minro Bio- 
chemical Laboratories, Inc.,” and “Vita Minro Biochemical 
Corporation.” 

The tablets were sold under the claim that they would restore 
missing vital minerals to the body, cause the glands to function 
normally, eliminate toxins and dangerous deposits from the blood 
stream and thereby cure or prevent rheumatism, arthritis, neu- 
ritis, neuralgia, indigestion, nervous disorders, dizziness, kidney 
disorders, low blood pressure, colds, “flu,” severe headaches, 
dropsy—and what have you? 

According to the Hon. Calvin W. Hassell, Acting Solicitor 
for the Post Office Department, in his memorandum to the 
Postmaster General recommending the issuance of a fraud 
order, Harry L. Singletary is an ex-locomotive engineer who 
with his wife operates a boarding house in Cleveland. The name 
of Clarence S$. Gadsden, which also appears in the memorandum, 
is found in the files of the Bureau of Investigation of the 
American Medical Association, which indicate that in 1933 he 
was connected with an imposingly named concern, “The Ameri- 
can Biochemical Corporation” of Cleveland, which put out 
“Paracelsus,” a product similar to Vita Minro, 

The Vita Minro Tablets, as already suggested, were sold as 
a cure for whatever ailed one—from soft corns to hardening of 
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the liver! When analyzed by government chemists the tablets 
were found to be approximately 25 per cent table salt, 56 per 
cent potassium chloride, 6 per cent potassium sulfate, 7 per cent 
baking soda and 2 per cent chalk. Although the tablets were 
claimed to contain all the mineral elements essential to good 
health, they contained mere traces of iron, calcium and iodine 
and not any phosphorus! 

After the Post Office Department began its investigation of 
this fraud, Singletary is said to have notified it that he was 
reorganizing the business so as to abandon the use of the mails 
and to sell his product through retail drug stores. Such a 
method of continuing a medical fraud has often been resorted to 
in the past. It will be interesting to see whether the stipulations 
of the new federal law governing the sale of “patent medicines” 
will effectively prevent such circumventions. The old Food 
and Drugs Act of 1906 limited the powers of the officials to 
such an extent that a clever faker, by eliminating his cruder 
falsehoods from the trade package and confining his lies to 


AGED MAN RECOVERS 
rrom ARTHRITIS! 


Mr. of writes, “IT had 
I — id Vi I could n 


for & yea 

sleep for ‘the’ I. Iw on my fourth 
box. C weil, well no pain. 
Can now walk without crutch or can 


Vita- oase health treatment is a smart mineral food 
at brought surprising reliet to sufferers 
arthritis, neuritis, rheumatism, acidosis, nervous dis- 

orders, and other — a + resulting from 
) ene deficiency. ains ope—no drugs. 
nteed. Write free literature, Vita-Minro 
Laboratories, 7212c Linwood Ave., Cleveland, Ohio. 


other and more potent avenues of publicity—such as billboards, 
newspaper advertisements, circulars and almanacs—was able to 
continue his swindle so long as retail druggists cooperated by 
stocking and in some cases “pushing” the product. 

On Sept. 20, 1938, a fraud order was issued against the 
variously named trade styles of Singletary and Gadsden as well 
as against the names of Harry L. Singletary and Clarence S. 
Gadsden themselves. 


MISBRANDED “PATENT MEDICINES” 


Abstracts of Notices of Judgment Issued by the Food 
and Drug Administration of the United States 
Department of Agriculture 


[EprrortaL Note.—The abstracts that follow are given *in 
the briefest possible form: (1) the name of the product ; (2) 
the name of the manufacturer, shipper or consigner; (3) the 
composition; (4) the type of nostrum; (5) the peneon for 
the charge of misbranding, and (6) the date of issuance of the 
Notice of Judgment—which is considerably later than the date 
of the seizure of the product and somewhat later than the con- 
clusion of the case by the Food and Drug Administration. ] 


Healo Salve.—l.ucky Heart Laboratories, Inc., Memphis. Composition: 
Small amounts of zinc oxide and camphor, benzocaine, resorcinol and 
rosin, in a petrolatum and lanolin base. Not antiseptic when used as 
directed. Fraudulently represented to be made wholly from roots and 
herbs, and to heal wounds, boils, burns, “‘piles,”’ etc., and to give “‘pep.”’ 
—[N. J. 28311; September 1938.] 


Jim Wade Hygienic Powder.—Jim Wade, Inc., Shreveport, La. Com- 
position: Essentially copper sulfate, zinc sulfate and ammonium alum. 
For irritated mucous membrane, including vaginal, and for “general 
feminine hygiene.” Fraudulent therapeutic claims.—[N. J. 28307; Sep- 
tember 1938.] 


Kandu Vegetable Compound Female Regulator and Builder.—Lucky 
Heart Laboratories, Inc., Memphis. Composition: Essentially extracts of 
plant drugs, alcohol, sugar and water, flavored with cloves. Fraudulent 
therapeutic claims.—[N. J. 28311; September 1938.] 


Malto-De.—Alberty Food Products, Inc., Hollywood, Calif. Composi- 
tion: Essentially 79 per cent of sugar, including glucose and cane sugar, 
with cocoa, malt and powdered dry milk. Fraudulently represented to 
contain 12% per cent soluble calcium and phosphorus to each pound and 
to correct a deficiency in calcium, phosphorus and vitamin D, effect com- 
plete growth, well formed bones, sound, hard teeth and eliminate and 
prevent rickets, etc.—[N. J. 28310; September 1938.] 


Nod.—Reader Drug Co., Chicago. Composition: 1% grains pheno- 
barbital and 2 grains of aminopyrine per tablet. Fraudulently represented 
as a harmless, non-habit forming remedy for all types of nervousness, 
sleeplessness, alcoholic effects, ete.—[N. J. 28304; September 1938.] 


Mandrake root........... 6 parts 
6 parts 


QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED, EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


ADMINISTRATION OF ANESTHESIA IN SMALL 
HOSPITAL 

To the Editor:—The problem has arisen in our hospital as to the best 
method of handling anesthesia. The hospital is a small one, fifty-six beds, 
with an active staff of fifteen doctors. Most of the men are too busy to 
give anesthesia, and if we have a local man as chief anesthetist there are 
times when he is not available. Also there isn’t one who would be willing 
to give the obstetric anesthesias as well. The question has come up about 
developing one or two nurse anesthetists and we should like to know what 
your opinion is of this. Can you give us any idea as te what other hos- 
pitals of this size do? We shall greatly appreciate any information you 
can give us, M.D., Massachusetts. 


Answer.—This problem is probably dependent on the persis- 
tence of the habit of looking on the administration of anesthetics 
as a technical procedure requiring little medical knowledge and 
deserving small financial recompense. 

The American Hospital Association, the College of Surgeons, 
the American Medical Association and other organizations have 
gone on record as believing in the necessity of the personal 
direction of anesthesia service by a physician who is interested 
in and himself trained in anesthesia. Such a director plus a nurse 
technician are scarcely justified in a fifty-six bed hospital. It 
would seem, therefore, that with proper financial reward in 
sight a member of the staff now interested in internal medicine 
or some other specialty would find it both interesting and profit- 
able to assume in addition the duties of anesthetist to a fifty-six 
bed institution. 
in many centers. Certainly many recent graduates could be 
found who have had some training in anesthesia and who would 
be glad of the opportunity to join such a staff. 


SAUERKRAUT JUICE 
To the Editor:—Please give me any information you can on the 
medicinal qualities, if any, of sauerkraut juice. Is there any harm in 
using it as a saline cathartic? [P,y Tucker Miter, M.D., St. Louis. 


Answer.—The following definition and standard for sauer- 
kraut has been adopted by the U. S. Department of Agriculture: 
“Sauerkraut is the clean, sound product, of characteristic acid 
flavor, obtained by the full fermentation, chiefly lactic, of prop- 
erly prepared and shredded cabbage in the presence of not less 
than two per cent (2%) nor more than three per cent (3%) of 
salt. It contains, upon completion of the fermentation, not less 
than one and one-half per cent (1.5%) of acid, expressed as 
lactic acid. Sauerkraut which has been rebrined in the process 
of canning or repacking contains not less than one per cent (1%) 
of acid, expressed as lactic acid.” According to Pederson (Am. 
J. Pub. Health 24:229 [March] 1934) the commercial prepara- 
tion of sauerkraut is apparently not well standardized in all 
parts of the country, and a number of samples examined by 
him were found to vary considerably in chemical composition. 
However, Pederson reports that excellent quality kraut contains 
from 2.2 to 2.4 per cent of salt, from 1.3 to 1.5 per cent of 
total acids as lactic and from 0.2 to 0.3 per cent of volatile acids 
as acetic. Pederson reports that the first few days of active 
fermentation is carried on by a group of acid and gas producing 
cocci, Leuconostoc mesenterioides Van Tieghem, which produce 
volatile acid, carbon dioxide and alcohol as well as lactic acid. 
The fermentation is completed by the lactic acid producing rod 
Lactobacillus pentoaceticus Fred, Peterson and Davenport. Rose 
(Laboratory Handbook for Dietetics) reports that sauerkraut 
itself contains, per hundred grams, 1.7 Gm. of protein, 0.5 Gm. 
of fat, 3.8 Gm. of carbohydrate, 40 mg. of calcium, 10 mg. of 
phosphorus and 3.3 mg. of iron. 

Little information concerning the composition of sauerkraut 
juice is available. Middleton (Wisconsin M. J. 25:554 [Nov.] 
1926) quotes Starke as stating that analyses of eight cans, 
including seven brands of sauerkraut juice, indicated a salt con- 
tent of 1.9 Gm. per hundred cubic centimeters or 1.8 Gm. per 
hundred grams. The juice also may be expected to contain both 
lactic and acetic acids and to contain the lactic acid bacillus. 
It is not known, however, whether the bacilli are present in 
sufficient numbers and viability to be of any real service in cases 
of excessive intestinal putrefaction. 


Short term postgraduate training is available - 
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It is well known that sauerkraut juice has a mildly laxative 
action for many persons. There is evidence (Arch. f. exper. 
Path. u. Pharmakol. 166:703, 1932; see also editorial in THe 
Journat, Nov. 5, 1932, p. 1607) that sauerkraut juice has a 
stimulating action on active strips of intestine from guinea pigs 
and rats similar to the action of acetylcholine. It has been 
further reported (Arch, f. exper. Path. u. Pharmakol. 175:736, 
1934) that sauerkraut juice contains histamine and acetylcholine 
in concentrations of approximately 1 : 25,000 parts. However, it 
is stated that the laxative effect of sauerkraut juice is not due 
to its content of these substances. 

Guerrant, Rasmussen and Dutcher report (J. Nutrition 9:667 
[June 10] 1935) that sauerkraut juice contains 8.2 mg. of 
ascorbic acid per hundred cubic centimeters, equivalent to 164 
international units of vitamin C. However, the report indicates 
that these figures are based on the analysis of one can only. 
Since the vitamin C content of sauerkraut itself has been 
reported to be highly variable, it is to be expected that the 
vitamin C content of different samples of sauerkraut juice will 
also vary widely. Rice reports the use of sauerkraut juice in 
the preparation of acid milk for infant feeding (Arch. Pediat. 
§1:390 [June] 1934). Seventy-five infants were fed either fresh 
or evaporated milk acidified with sauerkraut juice without the 
addition of orange juice. No scurvy is reported to have 
developed in any of the children. Until further evidence con- 
cerning the ascorbic acid content of different brands of canned 
sauerkraut juice is available, however, it would seem inadvisable 
to depend on this product as a source of vitamin C in infant 
feeding. 

TOXICITY OF SHOE DYES 

To the Editor:—A patient complains of dimness of vision of the right 
eye of ten days’ duration. The only significant finding in the physical 
examination was a rather marked optic neuritis in the right eye. Spinal 
puncture gave entirely negative results. The only significant point in the 
history was the fact that the patient had dyed a pair of shoes three weeks 
prior to the onset of her present illness and had worn the shoes daily 
until the onset of the present illness. The dye used was Shinola Black 
Dye. Would you kindly inform me whether you have any cases on record 
of optic neuritis following the use of shoes dyed with this dye. 

Samuet B. Napier, M.D., New Orleans. 


ANSWER.—The carton of Shinola Black Dye contains the 
following printed warnings: “Do not wear shoes the day they 
are dyed. . Dye is non-toxic when used on shoes. 
Caution: Dye is inflammable. Keep it away trom fire or 
flame.” Potential toxicity is thus recognized by the manufac- 
turer. The fact that this dye is inflammable precludes the 
presence of high percentages of polychlorinated hydrocarbons. 

n burning, this dye yields the characteristic odor of hydrogen 
chloride, which suggests that some chlorinated hydrocarbon may 
be present in low percentages. The formula for shoe dyes is 
likely to change from time to time, so that no warrant exists 
for precise claims in the absence of careful analysis. However, 
in times past Shinola Black Dye is believed to have consisted 
chiefly of nigrosin dye dissolved or suspended in a mixture of 
methyl cellosolve and denatured ethyl alcohol. The denaturant 
may have been methyl alcohol representing approximately 5 per 
cent of the denatured alcohol. In the present instance, if the 
shoes were not worn within twenty-four hours after dyeing the 
likelihood of any poisoning > somewhat remote, although methyl 
cellosolve, if present, may have dried slowly, but absorption of 
methyl cellosolve through the skin is not thoroughly proved. 
Reference is made to injuries to the eyes from methyl cellosolve 
as described by Parsons in the Journal of Industrial Hygiene 
and Toxicology (20:124 [Feb.] 1938). Apart from the Shinola 
product it is to be recognized that some other shoe dyes and 
leather dressings still contain nitrobenzene and may contain 
wood alcohol, aniline oil or aniline hydrochloride. Such sub- 
stances may be distinctly dangerous if shoes are dyed while on 
the feet or worn immediately after being dyed. Still other shoe 
dyes may contain orthochlorobenzene or related compounds, the 
toxicity of which is disputed. If carbon tetrachloride or other 
chlorinated hydrocarbon is present in appreciable quantities, 
some opportunity for optic neuritis exists, since ocular damage 
has been described by Wirtschafter as caused by carbon tetra- 
chloride (Toxic Amblyobia and Accompanying Physiological 
Disturbances in Carbon Tetrachloride Poisoning, J. Indust. Hyg. 
16:4 [Jan.] 1934). On the assumption that the present injury 
may have been caused by the action of methyl cellosolve or 
some cellosolve, helpful information might have been gained 
from careful blood studies such as described in the Parsons 
reference cited and also in an article by Greenburg and others 
titled “Health Hazards in the Manufacture of ‘Fused Collars’: 
I. Exposure to Ethylene Glycol Monomethyl Ether” (ibid, 
20: 134 [Feb.] 1938). Queries and minor notes on shoe polishes 
or dyes have appeared in THe JourNAL from time to time: 
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April 27, 1929, page 1471; Jan. 17, 1931, page 212; Aug. 22, 
1931, page 557: Sept. 7, 1935, page 819, also, a communication 
from C. S. Miner appeared in the correspondence column of 
THE JouRNAL, Feb. 22, 1919, page 593. Dr. R. E. Stifel reported 
a case of methemoglobinemia due to poisoning by shoe dye 
(THE JourNAL, Feb. 8, 1919, p. 395) and there was an editorial 
on shoe dyes and aniline poisoning July 3, 1926, page 34. 


PREGNANCY AND ROENTGEN RAYS 
To the Editor:—It has often been stated that fluoroscopic and x-ray 
examinations of pregnant women may cause fetal monstrosities. I should 
like to know whether there is any contention for this statement and, if so, 
whether there is any period in pregnancy when the fetus is sensitive and 
when not sensitive; also whether x-ray films or fluoroscopic examinations 
differ in their effect. Would short fluoroscopic examinations be a possible 

cause for any fetal derangement at any time in pregnancy? 

Pau. B. Suvey, M.D., Long Island, City, N. Y. 


ANSWER.—It is well established that fetal monstrosities may 
result from exposure of the testis, the ovary or the ovum to 
x-rays and radium, but the dosage must be large. It was learned 
during early irradiations of carcinoma in pregnancy that abortion 
resulted or that the child was deformed, aplastic, microcephalic, 
idiotic or the like, although a few exceptions have been reported. 
Even the gynecologic application of radium or x-rays damages 
the child-bearing function of the ovaries, the follicles being 
permanently affected. 

Obstetric roentgenography, in which fluoroscopy almost never 
is used, does not harm the child or the ovaries; that is, unless 
an unusual number of films are made. 

Only recently have any objections been heard to the foregoing 
statement, but these are from abroad and are deductions from 
experiments on plants. Hiissy of Basel found that irradiated 

ns show no effects in the first generation but that in sub- 
sequent ones hypoplastic and deformed beans occurred. Martius 
of Germany, an experienced roentgenologist, suggests restriction 
of even the taking of roentgenograms during pregnancy. The 
greatest danger to the ovum is in the early weeks; therefore the 
x-ray studies should be postponed if possible until after the fourth 
month of pregnancy. 

X-ray examination for studies on the gastrointestinal and the 
urinary tract may comprise fluoroscopy as well as films, and 
in deciding the question of the dangers of the two one should 
consider the total amount of the active rays used, there being 
no difference in the quality of the effects. 

If the patient is obese or the x-ray man less skilled or if he 
does not have his eyes accustomed to the dark before he starts 
his fluoroscope he may give the fetus an overdose of the rays. 
In such a case the routine films would be safer. 

As elsewhere in medicine, idiosyncrasy is to be considered. 


POSTMENOPAUSAL VAGINAL ULCERATION 

To the Editor:—I have recently seen several cases of ulceration of the 
vaginal outlet in the fourchette the cause of which I have been unable to 
determine. In some cases the ulcers were multiple and in others only a 
single small isolated ulcer was present. In such cases the ulcers are pin- 
point to pinhead in size, are rather punched out in appearance and are not 
covered by any membrane. They are surrounded by an area of erythema 
possibly 1 cm. in diameter and are tender but not painful. In one case 
they have been associated with like ulcers on the vaginal wall but in no 
case has there been any cervicitis or erosion of the cervix. They have 
occurred only in nulliparous women who are married and past the meno- 
pause. Occasionally there has been a slight watery discharge. The thing 
that has brought them to the attention of their hosts has uniformly been 
severe discomfort during intercourse. Can you give me any information 
regarding the possible cause and appropriate treatment? 

G. Henry Knott, M.D., Le Roy, N. Y. 


ANSWER.—The condition described comes under the category 
of “senile vaginitis,” which is a nonspecific inflammatory lesion 
of the vagina. This condition usually occurs in elderly women, 
but it may be observed in young women in whom an artificial 
menopause has been produced by operation or by radiation 
therapy. For this reason Davis has suggested the name “post- 
menopausal vaginitis” as a better term than “senile vaginitis.” 

Generally after the menopause there is physiologic atrophy 
of the organs of reproduction. The vagina is particularly 
affected and is shortened in its aateroposterior diameter and 
constricted in its lateral diameter, especially at the introitus. 
The mucosa usually has a glistening appearance because of 
the absence of normal rugae and atrophy of the squamous 
epithelium. During coitus the stretching produces superficial 
tiny lacerations and small hemorrhages. If there is an irritat- 
ing discharge in the vagina or repeated trauma from inter- 
course or other cause, the bacteria in the vagina produce an 
inflammatory reaction in the exposed areas. This results in 
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the formation of superficial ulcers and erosions in the vaginal 
mucosa both at the introitus and in the vagina itself. Fre- 
quently these denuded areas become apposed and adhere to one 
another, resulting in filmy adhesions. When these adhesions 
become organized there is firm union between parts of the 
vagina resulting in obstruction and distortion of the vagina. 

The usual symptoms of postmenopausal vaginitis are a watery 
discharge, severe pain on intercourse, burning on urination, 
pelvic discomfort and perhaps also pruritus of the vulva. 

In most cases of postmenopausal vaginitis, relief can readily 
be obtained by the administration of estrogen. This substance 
should be given in two forms: hypodermically and locally as 
vaginal suppositories, It is best to give from 2,000 to 4,000 
international units of estrogen subcutaneously three times a 
week for about five or six weeks. During this time the patient 
should insert into the vagina every night a suppository con- 
taining 2,000 international units of estrogen. Usually improve- 
ment will be noted within two weeks, but treatment must be 
continued for five or six weeks. The cessation of the annoying 
symptoms is due to the changes brought about in the vaginal 
mucosa by the estrogenic substance. Hence there is improve- 
ment not only in the subjective symptoms but also in the 
appearance of the vaginal mucosa. Generally there is a recur- 
rence of the atrophy of the vagina a few weeks after the 
treatment has been stopped. However, the disagreeable symp- 
toms do not often recur. If they do, another course of treat- 
ment, but of shorter duration, should be administered. 


PAINFUL HAND 


To the Editor:—A Jewish right-handed roofer aged 44 complained of 
pain, numbness and tingling in the left hand of four months’ duration. 
These symptoms first occurred in the third finger and gradually spread 
to the fourth and fifth fingers and the hypothenar (ulnar) side of the 
left hand. The symptoms have been constant, have been increasing in 
severity and seem to be worse at night, at which time brisk massage of 
the hand provides sufficient relief to enable him to fall asleep. An hour 
before the first visit, as he stepped out of a warm automobile into the 
street, he had a sudden attack of similar pain, which he described as a 
“sudden shock.”’ This pain began in the third, fourth and fifth fingers 
at the plantar surface of the left hand and radiated up the anterolateral 
aspect of the left forearm to the elbow. The patient was plethoric, 5 feet 
10 inches (178 cm.) tall, weighing 235 pounds (106.6 Kg.), and had a 
temperature of 98.6 F. and a blood pressure of 116 systolic, 86 diastolic 
in both arms, The radial and brachial pulses were equal and palpable with 
a rate of 80. The rest of the examination was essentially negative except 
for the affected hand. The left hand was moderately cyanosed, slightly 
swollen and showed no atrophy or clubbing of the fingers. There was 
a moderate tenderness over the heads of the fourth and fifth metacarpal 
bones on the plantar surface, and the left hand was slightly colder than 
the right. The left grip was definitely weaker than that of the right 
hand. There were no changes in touch, temperature or vibratory senses. 
Hoffmann’s sign was negative. The urine was normal. The Wasser- 
mann and Hinton reactions were negative. Red blood cells numbered 
5,090,000, with hemoglobin (Sahli) 86 per cent and white blood cells 
numbered 7,320; the differential smear was normal. Roentgenograms of 
the upper left extremity, mediastinum and cervical ribs were negative. 
Roentgenograms of the teeth revealed an abscess on the third left upper 
molar (extracted two days after the x-ray film was made). The past 
history was negative except for a chronic cholecystitis two years before. 
The patient was diagnosed elsewhere as having rheumatism and he was 
treated by baking, diathermy and exposures to ultraviolet rays with no 
relief. My treatment has consisted of alternating hot and cold soaks, 
baking and massage and aminophylline. The latter gave him the only 
relief he has ever had. Any help you can give me will be gratefully 
appreciated, Benjamin State, M.D., Cambridge, Mass. 


ANSWER.—It is impossible from the observations submitted to 
make an absolute diagnosis. Three conditions, however, are to 
be considered: (1) acroparesthesia (peripheral vascular disease), 
(2) tumor of the spinal cord at the level of seventh and eighth 
cervical vertebrae, (3) scalenus anticus syndrome. The follow- 
ing procedure is suggested: Determine the patency of the vessels 
and the degree of possible vascular dilatation of the blood vessels 
in the left arm, forearm and hand by intradermal injection of 
histamine for flare formation in the arm, forearm and hand and 
by color changes in the dependent and elevated positions of the 
left upper extremity. A detailed neurologic examination includ- 
ing a manometric study of the fluid for a subarachnoid block is 
indicated. 

The prognosis of the first possible diagnosis is usually fairly 
good with parenteral administration of tissue extract or intra- 
venous injection of typhoid vaccine or a cervical sympathectomy. 

The prognosis of the second possibility depends on the loca- 
tion of the tumor. If it is extramedullary and intraspinal a 
neurosurgical exploration may reveal a meningioma, cyst or 
neurofibroma, which can be removed entirely. 

If none of these tests reveal any abnormal changes one must 
consider the third possibility (scalenus anticus syndrome). This 
condition is one in which the scalenus muscle becomes hyper- 
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trophied and spastic and by pressure on the subclavian artery 
may produce symptoms such as the patient complains of, as well 
as a possible inequality of the radial pulses. This syndrome 
imitates the effects produced by a cervical rib. The treatment 
consists of cutting this muscle at its clavicular attachment. 


STERILITY AND UNDESCENDED TESTES 

To the Editor:—A man aged 26 of Norse descent has been married 
seven years and has no children. His general health is good but he has 
bilateral congenital undescended testes, from which he has experienced no 
ill effects except some embarrassment as a boy at times when he had to 
undress in the presence of other children. His parents neglected to do 
anything about this condition while he was a child. He has intercourse 
with his wife (who is apparently healthy) ahout once a week; no birth 
control is practiced. The patient states that erections are good and that 
orgasm is present with discharge of seminal fluid. His wife has never 
been pregnant to their knowledge. Examination is essentially negative 
except for the absence of testes in the scrotum. The penis is of normal 
size and the inguinal rings are small and contracted. There is no external 
evidence of the testis on either side. Male secondary characteristics are 
predominant. Spermatic fluid was examined by a physician six years ago 
and the patient reports that sperm cells were present with slight motility. 
In 1938 the fluid was examined again, and the physician reported no 
sperm cells present. A fresh condom specimen carried to my office by the 
wife in the vagina revealed no sperm cells. The wife is anxious to have 
a child. One child was adopted a year ago but was lost through sickness. 
They have previously consulted several physicians and are fairly well 
acquainted with the problem faced. The patient would like to know 
whether it would be advisable to undergo an operation for bringing the 
testis (one or both) down into the scrotum and whether any beneficial 
results could be expected from the cperation combined with hormone 
therapy—that is, in regard to his sterility? What chance is there of 
the testes undergoing malignant change if left where they are? Will his 
sexual powers become progressively weaker? M.D., Minnesota. 


Answer.—Although most cases of this type that are relieved 
by endocrine therapy are treated about the time of puberty, 
this method should be tried before operation is attempted. The 
anterior pituitary-like gonadotropic substance should be employed 
three times a week for a period of about six months. 

If this therapy is without result, operation may be considered. 
The condition is complicated somewhat in this case by the fact 
that it is difficult to state the exact location of one or both 
testes. It might be advisable to inject one ejaculatory duct 
through the prostatic urethra and have an x-ray film made 
which might give some indication of where the testis is. This 
procedure should be done only on one side and only by an 
expert in this field, as an attack of acute epididymitis has 
followed such an injection. If the testes cannot be located, the 
only thing to be done is to dissect down and hunt for them. 
The best operation is probably the one devised by Torek, 
described in detail in the New York Medical Journal Nov. 13, 
1909 


It was formerly believed that undescended testes frequently 
become malignant as a result of pressure from their abnormal 
position. More extended clinical experience has shown that 
this is not the case. There is also no reason why the patient's 
sexual powers should become weaker. 


EXCESSIVE SWEATING OF EXTREMITIES 
To the Editor:—Will you kindly discuss the nature of and treatment 
for sweating of the hands and feet. 
Joun J. Moren, M.D., Louisville, Ky. 


ANSWER.—Excessive sweating results from irritation of the 
nerves, which may occur at any point of the central nervous 
system. When symmetrically limited to the hands and feet, its 
common cause is emotional embarrassment, excitement or fear. 
Evaporation of the sweat makes the hands and feet cold, and 
knowledge of the fact that one’s hands are cold and clammy may 
add to the embarrassment. The same mechanism causes the 
axillary sweating seen so commonly in patients during a physical 
examination. This phenomenon occurs most frequently in ado- 
lescents and young adults and tends to improve spontaneously 
as they grow older. 

The patient should be told the cause and encouraged to culti- 
vate self confidence. Soaking the hands in hot water gives 
temporary relief. Wiping off the perspiration, dabbing the part 
with an astringent lotion such as alum in water 10 per cent, 
or from 1 to 7 per cent tannic acid or zinc sulfate in dilute 
alcohol. After such a lotion has dried, a dusting powder con- 
taining salicylic or benzoic acid about 5 per cent may be used. 
Stronger than any of these is a 25 per cent solution in water 
of aluminum chloride. This is quite acid in reaction. No soap 
should be used just before the lotion is applied and no fabrics 
handled until the hands are dry again after its use. Aluminum 
chloride, used once in three days, often lessens sweating so that 
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a comfortable condition may be maintained thereafter by using 
the lotion only once a week. 

The most lasting result is to be obtained from divided doses 
of roentgen rays, 75 roentgens of unfiltered rays once a week 
until it is seen that the sweating has lessened. Then the treat- 
ment should cease and progress of the case should be observed. 
If the sweating again becomes excessive, more treatment may 
be given. Treatment should always be stopped short of a full 
effect, for, as MacKee says, too much dryness is a much more 
dificult problem than too little (X-Rays and Radium in the 
Treatment of Diseases of the Skin, ed. 3, Philadelphia, Lea & 
Febiger, 1938, p. 545). 

Excessive perspiration accompanies acrocyanosis, erythrome- 
lalgia and erythredema but is only one of the symptoms. The 
treatment is directed at the cutaneous disease. Tachycardia, 
tremor or other signs of hyperthyroidism accompanying hyper- 
hidrosis should not be disregarded. 


BEZOARS 
To the Editor:--1 am interested in finding out whether any attempts 
have been made in the synthetic production of cow’ bezoars (gallstones). 
If so, where can I obtain information regarding these experiments? 
Also whether any work has been done regarding production of any animal 
bezoars. J. Joseru Horowitz, M.D., Brookline, Mass. 


ANSWER.—The bezoar is a concretion found in the stomach 
or intestine of man and animals, particularly the ruminants. 
This concretion is composed of layers of bile salts, soaps, cal- 
cium carbonate and phosphate, pigment and proteins around a 
nucleus of hair or vegetable fibers or a small gallstone. No two 
natural bezoars are identical in structure or appearance. There 
is a record available that they have ever been made syntheti- 
cally 

It is possible to make an artificial gallstone by grinding the 
ingredients of such stones to a powder and pressing this powder 
into any desired form, but such artificial stones do not have 
the laminated appearance of natural stones (Holmes, F. S.: 
South. J. Med. & Pharm, 2:527, 1847). 


CYCLIC VOMITING 

To the Editor :—One of twins aged 4 years suffers from cyclic yomiting. 
A maternal aunt had the same trouble for years in childhood. Are there 
any new theories relative to cyclic vomiting? What percentage of cases 
are associated with chronic appendicitis? Will you please send me refer- 
ences relative to the chemical theory versus the allergic theory as the 
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causative factor? M.D., New York. 


ANnswer.—There have been many etiologic theories proposed 
as to the cause of cyclic or recurrent vomiting. The French 
school, championed by Marfan, has emphasized the presence of 
acetone bodies in the urine and termed the condition acetonemic 
vomiting. Occasionally the acetone occurs in the urine before 
the onset of vomiting. Usually there is acidosis or a reduction 
in the carbon dioxide combining power of the plasma. Occa- 
sionally alkalosis has been reported. This may be explained by 
the loss of hydrochloric acid associated with the vomiting. 
Usually the blood sugar is lowered during the height of an 
attack. Some observers have stated that lowering the blood 
sugar by fasting may induce an attack. Others have reported 
inability to produce attacks of vomiting by means of starvation 
in children known to have this condition. A primary disorder 
of fat metabolism has been noted, namely an increased com- 
bustion of fat. Omitting cream and allowing milk of a low fat 
content has been said to reduce the frequency of the attacks. 
Certainly children suffering with this condition have an abnormal 
metabolism. 

Some of the early observers believed that cyclic vomiting was 
caused by chronic appendicitis. In later years this association 
has not been stressed, so that the percentage of the association 
of cyclic vomiting with appendicitis must be small. 

In children prone to cyclic vomiting attacks may be initiated 
by various infections, so that careful examination of these chil- 
dren in each attack should be made. It is conceivable that the 
predominant symptom of vomiting might mask an attack of 
appendicitis in such a child. 

The allergic theory as an etiologic cause of cyclic vomiting is 
not stressed in recent texthooks or compilations on pediatric 
subjects. Jerome Glaser and Mary L. Lerner (dm. J, Dis. 
Child. 53:1273 [May] 1937) mention allergy among a list of 
causes of cyclic vomiting. Allergy may manifest itself in symp- 
toms referable to the gastrointestinal tract, as for instance 
allergic colic from the ingestion of foodstuffs to which the 
patient is definitely sensitive. However, no one has presented 
a convincing number of cases in which cyclic vomiting was 
associated with sensitivity to any specific allergens. 
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THYROID, PREGNANCY AND SIZE OF BABY 

To the Editor:—In a discussion at a series of lectures on obstetrics 
here the following questions arose: Do thyroidectomized women have 
larger babies? Is there any evidence that offspring of thyroidectomized 
women are more apt to show thyroid deficiency? Is it ever justified to 
give a pregnant woman thyroid for overgain of weight or lowered 
metabolism except when she is otherwise recognized to be deficient in 
thyroid? I am sure that the group taking this course sponsored by the 
state medical society will be grateful for any information that you may 


furnish. J. E. Jones, M.D., Lawton, Okla. 


Answer.—There is good clinical evidence to substantiate the 
fact that the thyroid gland undergoes some hypertrophy and 
increased activity during pregnancy which subsides following 
delivery. Rarely thyrotoxicosis has its origin in pregnancy. The 
administration of small doses of iodine has been suggested to 
prevent such a complication, Many clinicians prescribe from 5 to 
10 mg. of iodine during pregnancy as a prophylactic measure. 
The use of iodized salt usually provides sufficient iodine. In 
goiter regions such a prophylactic measure may be entirely 
indicated. 

There is no good evidence that the offspring of thyroidec- 
tomized women are more likely to have thyroid deficiency than 
the offspring of normal women. Halsted (An Experimental 
Study of the Thyroid Gland of Dogs, with Special Consideration 
of Hypertrophy ‘of this Gland, Johns Hopkins Hosp. Rep. 1: 2373, 
1896) reported a series of experiments in which pregnant bitches 
were subjected to thyroidectomies early in pregnancy and the 
offspring were born with greatly hypertrophied thyroid glands. 
A mother with myxedema may give birth to a cretin with a 
large thyroid gland. Such mothers, however, are of low fertility 
and do not often conceive. Cretins likewise are of low fertility 
and do not reproduce. Endemic cretinism does not exist in this 
country, but a sporadic cretin is occasionally encountered. These 
cases are due to congenital absence or insufficiency of the thyroid 
gland. Thyroidectomized mothers apparently do not have larger 
babies than normal mothers. 

The administration of thyroid during pregnancy should be 
limited to mothers who have definite evidence of thyroid defi- 
ciency. The most easily demonstrable evidence of such deficiency 
is a low basal metabolic rate or symptoms of hypothyroidism. 
Sufficient thyroid should be admitted to bring the basal rate to 
the normal level and to maintain it there. Women who gain 
excessively during pregnancy need not show evidence of thyroid 
insufficiency. If an excessive gain of weight is not associated 
with toxemia of pregnancy, it is best controlled by diet and 
exercise. 


GROUP ALLERGENS FOR CUTANEOUS TESTS— 
SENSITIVITY TO SOLUTION OF FORMAL- 
DEHYDE AND GASOLINE 

To the Editor:—1. In testing the skin for allergy do pastes of grouped 
allergens for rubbing into the abraded skin give satisfactory results? 
2. Is there a better simple but accurate method? 3. Can desensitization 
generally be accomplished with commercially available products? 4. What 
suggestions weuld you offer in the treatment of (a) a laboratory instructor 
sensitive to solution of formaldehyde and (6) a service station attendant 
sensitive to gasoline? 

J. Pavt Provuprit, M.D., Washington, Pa. 


Answer.—1l. On the whole, grouped allergens such as those 
made for rubbing into the abraded skin do not give as satis- 
factory results as individual allergens. This is because in the 
process of grouping the concentration of each material used is 
naturally less than if the material were used separately. If, 
however, the patient is highly sensitive to some material such 
as cottonseed, he will give a positive reaction with group 
allergens as well as with individual allergens. It is frequently 
difficult enough to obtain positive reactions with single materials 
in those who are only mildly sensitive. 

2. There is no method that is completely accurate, but the 
best method is to use scratch tests singly and follow them up 
with intradermal tests in those patients in whom sufficient infor- 
mation has not been obtained by the scratch method. By the 
use of the scratch method first there will be no danger of any 
constitutional reactions from the intradermals. Those who make 
all their tests intradermally run the risk of having constitutional 
reactions, especially to potent materials such as cottonseed, buck- 
wheat, horse dander, ragweed and glue. 

3. Commercially available products can successfully induce 
hyposensitization. The lessening of sensitivity is a quantitative 
affair and it is almost impossible to render a patient entirely 
desensitized. In other words, one cannot completely and _ per- 
manently desensitize a person to any material to which he is 
sensitive. However, for all clinical purposes he can frequently 
be made to be free from symptoms even when exposed to reason- 
able amounts of the material to which he is sensitive. 
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4. (a) Sensitivity to solution of formaldehyde is probably 
incurable. However, the use of a respirator or even a simple 
expedient such as packing the nose with petrolatum might be of 
help. If the solution of formaldehyde causes cutaneous disorders, 
rubber gloves should be used. 

(b) The same procedure would apply to one who is sensitive 
to gasoline. In the latter, sensitivity to ethyl gasoline, which 
contains tetra-ethyl lead, must also be considered. 


CONGENITAL TORTICOLLIS 

To the Editor:—Kindly let me know the accepted treatment for torti- 
collis in a male infant aged 2 months. The child had a normal spon- 
taneous birth and is the second child. The left side of the face and the 
left side of the head is flatter and not as prominent as the right side. 
The child keeps its head turned to the right with the chin over the right 
shoulder and persists in sleeping on the right side. He can turn his head 
to the left. The left sternocleidomastoid muscle appears to be more 
prominent than the right one. Will the deformity of the face and head 
clear up? Does this deformity of the head and face occur with torticollis? 

M.D., New York. 


ANsWer.—Congenital torticollis is most often caused by 
fibrous contraction of one sternocleidomastoid muscle. If the 
condition is mild and the position easily corrected, treatment 
should consist of repeated stretching to a position of overcorrec- 
tion, associated with light massage of the tight muscle. After 
2 months of age, and particularly when there is already the 
associated deformity of the face and head, which is often not 
noticeable at so early an age but becomes more marked as the 
child grows older, if the torticollis itself has not been corrected 
more aggressive treatment is indicated. A well padded plaster 
of paris cast should be applied to the head and chest, extending 
downward to the level of the umbilicus and maintaining a position 
of extreme overcorrection. A cast which is carefully applied, 
so that there will be no question of pressure sores developing 
under it, may be left on for six weeks without any danger. 
The cast should then be bivalved and physical therapy instituted 
consisting of daily stretching and massage. When this type of 
treatment is undertaken in the patient younger than 6 months 
of age, the prognosis for cure is good. In the event that the 
deformity does recur, an operation will be necessary. This 
operation consists of exposure of the sternocleidomastoid muscle, 
either near its attachment to the clavicle or at the tip of the 
mastoid process. Not only should the muscle be divided but a 
segment at least 1 cm. in length should be removed. From three 
to four days after the operation a plaster of paris cast similar 
to that described should be applied, but not at the time of opera- 
tion. If the attempts to correct the torticollis by any or all of 
these measures are entirely successful, the deformity of the face 
and head will completely disappear. However, if the correction 
of the torticollis is not obtained until the child is several years 
older, some residual deformity, particularly asymmetry in the 
level of the eyes, may persist throughout life. 


HYPERTENSION AND ALLERGY 
To the Editor :—Please let me know whether any experimental work has 
been done to prove or disprove that allergy is the cause of essential 
hypertension, Avotpn Kro Jr., M.D., Passaic, N. J. 


ANSWER.—There is no available evidence on this point from 
animal experimentation. Clinically there is a preponderance 
neither of allergic individuals with hypertension nor of hyper- 
tension in allergic patients. Kerppola (Coca and others: Asthma 
and Hay Fever in Theory and Practice, Springfield, Ill., Charles 
C. Thomas, publisher, 1931) found asthma in 5 per cent of 200 
cases of essential hypertension. Kahn (MV. J. & Rec, 120:596 
[Dec. 17] 1924) states that hypotension is common in allergic 
states but that elevation of pressure occurs during an asthmatic 
attack and speculates as to whether repeated attacks may result 
in persistent elevation of pressure. This is particularly impor- 
taht in respect to the use of epinephrine. 

The most comprehensive statement on the matter is given by 
Vaughan and Sullivan (J. Allergy 8:573 [Sept.] 1937), con- 
taining extensive quotations of the current attitudes and giving 
the results on eighty-one allergic patients studied intensively 
with regard to clinical allergy, cutaneous tests, leukopenic 
indexes and blood pressure. They give detailed reports of the 
cases with some definite evidence of increased pressure when the 
patients were exposed to substances to which they were allergic. 
However, most of their patients failed to show this response. 

W aldbott (Tue Journat, May 3, 1930, p. 1390) reports 
repeated elevations of pressure in patients repeatedly exposed to 
allergens or in those acquiring new sensitization. The most 
recent point of view as expressed by Ragland (Clin. Med. & 


12 
9 


2458 QUERIES AND 


Surg., January 1938) is that since so many allergic manifesta- 
tions, such as eczema and angioneurotic edema and hyperesthetic 
rhinitis, involve local edema, why may not the intima of capil- 
laries and arterioles swell similarly, constituting the foundation 
for essential hypertension? However, evidence of this relation- 
ship is not convincing in general, regardless of the specific cases, 
and those encountering the hypertensive aspect are not impressed 
with the allergic basis of the disease. 


UNILATERAL EDEMA OF LEG 

To the Editor:—A white man aged 30 complains that his left leg 
becomes tired following a moderate amount of exertion and that his left 
leg is becoming larger than the right. His past and his family history 
are negative. On examination the patient is well nourished, and the only 
positive changes noted were moderately hypertrophic tonsils, marked pyor- 
thea of the gums and a left leg definitely larger than the right. At the 
thigh the left side was 2 inches larger in circumference than the right. 
At the calf of the leg the left side was 134 inches larger in circumference 
than the right. There is no venous or arterial disease of either leg. The 
bony structures are apparently normal. Reflexes in the two legs are 
normal and equal. No abnormal reflexes are elicited. There is no pain 
or tenderness on palpation. I should like to know the possible diagnosis 
and treatment. M.D., West Virginia. 


Answer.—Unilateral, noninflammatory edema of the lower 
extremity may be due to a chronic progressive lymphatic obstruc- 
tion in the pelvis, in the retroperitoneal space or in the periph- 
eral lymphatic system. There also may be a congenital anomaly 
of the lymphatics, such as aberrant or persistent lymph channels 
which gradually become manifest in later life. 

A more frequent cause of unilateral edema, however, is deep 
venous obstruction; a careful history may elicit an iliofemoral 
thrombosis following some infectious disease or operation; it is 
not at all necessary to find enlarged superficial veins in deep 
venous obstruction. Treatment depends on accurate diagnosis. 
If the edema is fairly soft and pitting, elevation in bed, mercurial 
diuretics, such as salyrgan or mercupurin, and restriction of salt 
and fluid intake will hasten the return of the size of the limb to 
normal. Focal infection should be eradicated. Elastic support 
reaching from the toe to the groin must be worn to prevent 
refilling of the edematous limb when the patient is ambulatory. 
In nonpitting, hard edema, signs of mechanical obstruction 
should be looked for. If enlarged lymph glands are found in 
the groin or in the iliac fossa, a biopsy may be advisable to 
rule out the possibility of Hodgkin’s disease, tuberculosis or 
glandular metastasis from another source. Roentgen treatment 
may control the lymphatic hyperplasias. If there is a suspicion 
of a low grade obliterative lymphangitis from an infected toe 
nail or from a ringworm infection, this source should be ade- 
quately treated. Surgical measures such as stripping of the 
perivenous lymphatics or establishment of better drainage of 
lymph into the retroperitoneal spaces may have to be done in 
carefully selected cases. 


DEAFNESS AND PREGNANCY 
To the Editor :—-Would you please explain the ‘“‘why” of deafness follow- 
ing pregnancy that has been apparently normal otherwise? Is there any 
treatment? M.D., New York. 


AnsWwer.—The pregnant woman is subject to all those forces 
which produce deafness in others and in addition suffers from 
special hazards due to her pregnant state. The query does not 
give the results of examination of the external auditory canal 
and of the membrana tympani. 

Assuming that there is no impacted cerumen or tubotympanic 
catarrh or other transitory and correctible deafness, one must 
assume that the loss of hearing, if severe, is due to a perception 
or a conduction type of deafness. If of the latter type it will in 
all likelihood be otosclerosis; if of the former variety it will be 
due to an auditory nerve or cochlear involvement. Both of these 
types of hearing disturbance may be seen during and shortly 
after pregnancy. A mild involvement may be so aggravated 
that it first becomes noticeable at these times; or the deafness 
may come rather suddenly in a hitherto normally hearing per- 
son, The present opinion is that these disturbances are apt to 
occur in pregnancy because of profound changes in metabolism 
and in the activity of the glands of internal secretion at this time. 

The treatment of profound deafness aggravated by and occur- 
ring during or shortly after pregnancy will depend on the nature 
of the deafness and its severity. A complete examination and a 
working diagnosis of the hearing state are essential. Severe 
deafness will necessitate psychologic handling, training in lip 
reading and, in suitable instances, the use of a hearing device. 
Inflation of the ears and nasal operations are, as a rule, not 
efficacious. 
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DIFFERENCE IN THE BLOOD PRESSURE IN 
THE TWO ARMS 

To the Editor:—A patient has a blood pressure on the right arm of 
158 systolic and 100 diastolic and on the left arm it is 178 systolic and 
110 diastolic. There is thus a difference of 20 mm. of mercury (systolic 
readings) between the right and the left arm. Can you tell me what might 
cause such a difference and what procedures I might carry out to find the 
correct diagnosis? I have looked up various authorities but can find no 
references to this difference in blood pressures on the two arms of the 
same individual. M.D., Massachusetts. 


Answer.—The difference in blood pressure between the two 
arms is usually a transient finding related to the time interval 
rather than to any actual difference between the arms. It is 
a common occurrence in taking the blood pressure if one starts 
with the right arm to find that the pressure in that arm is 
higher than it is two or three minutes later when taken on the 
left arm. Then if one goes back to the right arm one finds 
the pressure the same as in the left arm or a little lower. The 
observations are similar if one starts with the left arm. 

On the other hand, there may be a real difference between 
the two arms. An important difference, however, is quite rare 
and has not yet been adequately explained in most cases except 
in those with syphilitic aortitis with obstruction to flow of blood 
into either subclavian artery or as a result of tumor or scar 
compressing either subclavian, axillary or brachial artery. 

here seems to be a congenital difference in a few cases which 
may perhaps be accounted for by a difference in the size or 
caliber of the vessels, although this has not been confirmed, or 
more likely a compression of one vessel or the other by an 
anatomic variation in the relationship of subclavian artery to 
clavicle and adjacent muscles. It was recognized during the 
World War, and probably before, that some recruits were able 
to decrease or obliterate the pulse in one arm by certain move- 
ments of the shoulder in an attempt to escape enlistment in the 
army 

The difference of pressure in the case referred to is relatively 
slight and if confirmed is probably to be explained on one o 
the anatomic factors discussed in the absence of evidence of 
disease. The difference is, however, unimportant. 


PELVIC MEASUREMENTS AND LABOR 
To the Editor :—A primigravida aged 22, 5 feet 2 inches (157 cm.) tall, 
has the following external pelvic measurements: anterior superior spines, 
24 cm.; iliac crests, 26 cm.; trochanters, 30 cm.; external conjugate, 
19 cm. The husband is a big boned man, 6 feet 2 inches (188 cm.) tall. 
Would you say that there is great likelihood of serious difficulty in labor? 
M.D., Ohio. 


ANSWER.—The external pelvic measurements are only a rough 
indication of the size of the pelvic cavity as a birth passageway. 
Although the diameters listed are somewhat shorter than the 
average, the pelvic planes need not be much smaller than normal. 
The depth of the pelvic inlet can be gaged accurately by deter- 
mining the diagonal conjugate, which is the distance from the 
outside of the symphysis pubis to the promontory of the sacrum. 
If this measures more than 12 cm. the inlet of the pelvis is 
probably sufficiently roomy to accommodate the average size 
baby. Another indication of the capacity of the inlet is the 
course of pregnancy. In patients without cephalopelvic dis- 
proportion the fetal head usually enters the pelvic inlet about 
four weeks before the onset of labor. In the event that the head 
has failed to engage with the onset of labor, a carefully con- 
ducted test of labor may be safely carried out in an attempt to 
evaluate clinically the capacity of the birth canal. 


TRICHOMONAS PROSTATITIS 

To the Editor:—Can you give me the latest treatment for chronic pros- 
tatitis due to Trichomonas vaginalis? A woman presented herself at my 
office a few months ago with trichomonas vaginitis. I cleared up the con- 
dition only to have it recur about six weeks later. At that time I took 
a prostatic smear from the husband and found numerous pus cells and 
several active trichomonads in the prostatic secretion. The husband is 
symptom free. Harotp T. Gotpen, M.D., Herkimer, N. Y. 


Answer.—The best treatment for prostatitis due to infection 
from Trichomonas vaginalis is prostatic massage and application 
of heat to the prostate. The prostate should be massaged twice 
a week, firmly but gently, with the patient’s bladder full. At 
home the patient can use a hot water prostatic heater for ten 
minutes each day. The prostate should be massaged until it is 
free from trichomonas and pus cells, and the patient should not 
have intercourse with his wife until he has been cured. Perhaps, 
as an added precaution, it would be best for him to use a condom 
even after both have been pronounced cured for at least two 
months in the hope of preventing a recurrence of the infection. 


V 
19 


VotumeE 112 
NuMBER 23 


HYPNOTISM IN OBSTETRICS 
To the Editor:—Some time ago there was reported in the daily press 
(I do not have the reference at hand) the case of an obstetric patient 
(a doctor’s wife, I believe) who lost her life in the course of hypnotic 
treatment preparatory for her labor. Are you in a position to give the 
true facts concerning this happening? What is the latest opinion with 
regard to hypnosis in labor? Frepric Lewis, M.D., New York. 


ANSWER. —Without the newspaper reference it is not possible 
to give a clear opinion, but it is not known, psychiatrists say, 
that any person has ever died from pure hypnotism. It is con- 
ceivable that if, in hypnotic sleep, the patient is given tasks 
beyond the power of the heart, death might result. The dangers 
lie in the after-effects—hysteria, phobias, hallucinations and 
more or less permanent disorientations—although many psychol- 
ogists deny these in toto. 

Probably the woman referred to died from some complication 
—obstetric, medical or surgical—that was hidden by the alleged 
hypnotic sleep into which she had been cast. In the early days 
of twilight sleep an occasional rupture of the uterus or hemor- 
rhage proved fatal. 

Pure hypnotism was tried in 1821 by Récamier (said to be the 
inventor of the uterine curet) in general surgery. It is believed 
_ Fauconnet, in 1860, was the first to use hypnotisfn for 

r pains. Toward the end of the last century Bernstein and 
Charest interested the world in this form of suggestion, and 
obstetricians experimented with it too but many did not pursue 
the practice long; it was difficult and uncertain, and after-effects 
were feared. Semianesthesia combined with suggestion worked 
better. In 1921, because twilight sleep gave such “bad experi- 
ences,’ von Oettingen reintroduced hypnosis, beginning the 
séances as training at the seventh month and culminating them 
at labor. Others tried to use posthypnotic suggestion, i. e. 
putting the gravida into a state of hypnotism and suggesting a 
painless labor at term. Although a measure of success attended 
these trials, few obstetricians practice the method today (Halban- 
Seitz, volume 2, page 811, has quite a little information on the 
subject). 


TUBERCULOSIS OF THE SKIN 

To the Editor:—One week ago I removed a small cystic mass which 
involved the skin and subcutaneous tissues in the region of the elbow. 
The pathologic report was tuberculosis cutis. The mass was first noted 
two months ago. The patient is in good health otherwise and is about 
30 years old. One year ago I removed an anal fistula. There are no 
other cutaneous lesions at present. What treatment do you suggest for the 
tuberculosis cutis, both local and general? The scar has healed well but 
there remains a mass the size of a small pea in the region lying under 
but not connected with the skin. The original mass was as big as a good 
sized grape. ARNOLD Bockar, M.D., Warwick, N. Y. 


ANSWER.—The site of the lesion should be examined with 
x-rays. It is possible that the skin was secondarily involved 
from a disease process in the underlying bone. It is generally 
known that other granulomatous lesions may closely simulate 
tuberculous ones. Assuming the underlying bone not to be 
involved, treating the lesion with x-rays may be helpful. Gen- 
eral ultraviolet baths cautiously used with the dosage graduated 
upward may be given. Gold salts, such as sodium gold thio- 
sulfate intravenously, at times improve some kinds of cutanecus 
tuberculosis. Diets with a low sodium chloride content may be 
tried. Finally, the general measures that are in standard use 
in treating tuberculosis other than of the skin should be adopted. 


BLOOD SEDIMENTATION IN CHOREA 
To the Editor :—-Would you kindly discuss sedimentation rate relative to 
chorea? M.D., Ontario. 


ANSWER.—Most observers are in agreement that the blood 
sedimentation rate is normal in chorea. When there are other 
manifestations of rheumatic fever along with chorea the rate 
is usually fast. Indeed, it would seem that a fast sedimenta- 
tion rate in a patient with chorea should be considered con- 
firmatory evidence of the presence of active rheumatic fever. 
Pertinent to the question is the evaluation of the association 
between rheumatic fever and chorea. Gerstley and his asso- 
ciates (Chorea: Is It a Manifestation of Rheumatic Fever? 
J. Pediat. 6:42 [Jan.] 1935) state that chorea may be caused 
by rheumatic fever but that this is only one of many imme- 
diate causes, psychic trauma being considered as more impor- 
tant. More recently, Coburn and Moore (The Independence 
of Chorea and Rheumatic Activity, Am. J. M. Sc. 193:1 [Jan.] 
1937) have agreed with this conception and state further that 
the presence of a normal sedimentation rate in uncomplicated 
chorea is strong evidence against the rheumatic origin of 
chorea. 
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It would seem reasonable to consider chorea as a symptom 
complex, and one closely related to rheumatic fever. In 
so-called pure chorea, without the presence or history of other 
manifestations of rheumatic fever, the incidence of rheumatic 
heart disease is low: Jones and Bland (Clinical Significance 
of Chorea as a Manifestation of Rheumatic Fever, THe Jour- 
NAL, Aug. 24, 1935, p. 571), 3 per cent, Sutton and Dodge 
(Relationship of Sydenham’ s Chorea to Other Rheumatic Mani- 
festations, Am. J. M. Sc. 195:656 [April] 1938) 18 per cent. 
However, a high ‘percentage of patients having chorea do have 
other manifestations of rheumatic fever at some time. The 
problem hence becomes one of evaluation of the presence or 
absence of rheumatic fever during chorea. A fast or abnormal 
sedimentation rate would indicate that rheumatic fever is active. 


UNEQUAL BODY DEVELOPMENT 

To the Editor :—Occasionally I find a patient (1) fairly well developed 
from the hips downward but of poor muscular development about the chest, 
shoulders, arms and neck or (2) normally developed down as far as the 
hips but with excessively enlarged legs. Is there any recognized cause 
for these inequalities and what can be done to correct them? At present I 
am interested in a patient with the first condition. 

.D., Pennsylvania. 


ANSWeER.—These are questions which do not permit of specific 
answers but encourage generalization. The millions of persons 
who are too large in one part of the body (or too small in 
another) represent physiologic variations from normal. It is 
hard to know when they represent pathologic states. Acromegaly 
is recognized as a well defined condition and its cause is known, 
but the underlying cause of vague deviations from normal as 
mentioned in these questions is not known. 

Much attention has been paid these questions and there are 
many volumes written on anthropometry. The one most widely 
referred to is “Human Constitution” by George Draper (W. B 
Saunders Company, 1924). 

Therapeutic efforts are usually disappointing. Differing results 
are reported following the use of various endocrine substances. 
Diet also is often disappointing, for a high caloric diet usually 
adds weight where it isn’t wanted and a weight-reduction diet 
usually reduces the wrong part of the body. Exercises may 
used to develop muscles, but the woman with thin legs doesn’t 
want bulging muscles. Treatment, for the most part, consists 
in assisting the patient to an understanding of his problem and 
helping him effect a philosophic readjustment. 


THERAPY FOR HYPOTHYROIDISM 
To the Editor :-—Please explain the use of thyroxine, compound solution 
of iodine (Lugol’s solution) and thyroid in the treatment of hypothyroid- 
ism. It is not clear from the literature that I have read how these prepara- 
tions should be used, separately or combined, in the treatment of hypo- 
thyroidism. M.D., South Carolina. 


Answer.—While iodine is occasionally reported to produce 
improvement in some cretins, it has no part in the routine 
management of hypothyroidism. While thyroxine is of great 
scientific importance, it likewise has almost no part in the treat- 
ment of hypothyroidism. It may be of value in rare instances 
in which there is some uncertainty about whether or not the 
patient is taking the thyroid medication that is prescribed. To 
produce its maximum effect, thyroxine should be administered 
in an alkaline solution and may be given by the oral, intravenous 
or subcutaneous route. In nearly every case of hypothyroidism 
the medication of choice is desiccated thyroid, which is cheap, 
readily obtainable and easy to take. A preparation should be 
used in which the iodine content is constant. 


ACETYLCHOLINE IN PAROXYSMAL TACHYCARDIA 
To the Editor:—-Will you please inform me regarding the use of acetyl- 
choline in attacks of paroxysmal tachycardia. 
G. W. Porter, M.D., Redfield, S. D. 


Answer.—Acetylcholine or similar preparations have been 
used since 1925 in the treatment of paroxysmal tachycardia. 
There is considerable variation in the degree of success reported 
by different investigators. All are agreed that it is impossible 
to attain the therapeutic effect without disagreeable and occa- 
sionally dramatic side effects. Nausea and syncope, the latter 
accompanied by cardiac standstill at times, are the most frequent 
untoward symptoms. Substernal pain and a sense of constric- 
tion in the chest are frequently noted, but their significance is 
not clear. Flushing, salivation and sweating are nearly always 
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produced when the drug is administered in sufficient dosage to 
produce any demonstrable effect on the heart or blood pressure. 

Since most attacks terminate spontaneously in a_ relatively 
short time and do not produce serious cardiac insufficiency, it is 
neither necessary nor wise to use this drug as a routine for this 
purpose. In protracted attacks or those occurring in the presence 
of minor organic heart disease, it might be considered if other 
means of stopping an attack have been tried unsuccessfully. 
There would seem to be reasonable doubt about the wisdom of 
using it in a case in which the tachycardia is a complicating 
feature of serious organic heart disease because of the occasional 
gross disturbance the drug produces in hemodynamics. If it is 
to be used, it should be given in proper dosage (from 20 to 
30 mg.) subcutaneously and not intravenously. Atropine should 
be readily available to counteract serious side effects. 


INTRAVENOUS INSULIN 
To the Editor:—I would appreciate any information you might give me 
regarding the rapidity of the effect of the various types of insulin when 
given intravenously. I would be grateful for a bibliography. 
M.D., Michigan. 


Answer.—Longwell and Ravin (dm. J. Physiol. 117:453 
[Nov.] 1936) found that the action of protamine zinc insulin, 
when injected intravenously into rabbits, did not differ signifi- 
cantly from that of regular insulin given by the same route. 

Berg, Gross, McAfee and Zucker (Proc. Soc. Exper. Biol. 
& Med. 32:1080 [April] 1935) — the effect of unmodified 
insulin injected intravenously on_ the blood sugar of normal 
and depancreatized dogs. They give references to the published 
papers of others in which the results of similar studies on men 
and animals were reported. 

Meythaler and Kleineidam (Arch. f. exper. Path. u. 
Pharmakol. 178:315, 1935) state that in man, following the 
intravenous injection of unmodified insulin, the fall in blood 
sugar begins within one minute. 

The monograph “Insulin: Its Chemistry and Physiology,” by 
Hans F. Jensen (New York, Commonwealth Fund, 1938) con- 
tains an extensive bibliography on this and related topics. 


LONG-CONTINUED APPLICATION OF ICHTHAMMOL 
To the Editor:—I have been asked by a colleague what effects could 
be expected from a continuous application to the skin for a period of 
ten years of ichthammol. Would it be likely to cause excessive pig- 
mentation or some form of dermatitis? f W. Kenney, M.D., Denver. 


ANsWER.—"“Ichthammol is obtained by the destructive dis- 
tillation of certain bituminous schists, sulfonating the distillate, 
and neutralizing the product with ammonia” (National For- 
mulary—ed. 6, 1936, page 201). It has a slight antiseptic action 
as compared with phenol. Through its action as a reducing 
and exfoliating agent it is of value in parasitic conditions. Even 
diluted to 10 per cent strength it produces a drying effect on 
the upper layers of the epidermis. Some skins are easily irritated 
by ichthammol. Because of its sulfur content, its long continued 
applic ation might easily produce a chronic dermatitis. Increased 
pigmentation could result from ten years’ application of the 
drug. 


MONOCYTIC LEUKEMIA 
To the Editor :—Do the hematologists recognize such a condition as mono- 
cytic leukemia, and if so what is the clinical course of the illness and its 
symptomatology? In a case of chronic aplastic anemia what is the sig- 
nificance of the sudden appearance of from 30 to 40 per cent of monocytes, 
the patient otherwise doing well clinically? 
Jacos L. Stein, M.D., Brooklyn. 


ANSWER. —Monocytic leukemia is rather generally recognized 
as a disease entity from the hematologic point of view. There is 
disagreement, however, as to whether or not it can be distin- 
guished from other leukemias on clinical grounds alone, Forkner 
(Arch. Int. Med. 53:1 [Jan.] 1934) believes that it can be so 
distinguished because of the presence of swelling with ulceration 
and necrosis of the mucous membranes of the mouth, whereas 
only hemorrhages are found in other types of leukemia. In 
general, monocytic leukemia is acute and runs a brief and often 
fulminating course similar to other types of acute leukemia. 
There are usually fever, lesions in the mouth, some lymph- 
adenopathy (mostly cervical ) and usually moderate splenomegaly 
and hepatomegaly. 

The appearance of from 30 to 40 per cent of monocytes in 
aplastic anemia is difficult to interpret. If the absolute number 
ot granulocytes is decreased simultaneously, it is probably a bad 
sign, 


SEDATIVES AND GRANULOCYTOPENIA 

To the Editor:—I want to prescribe a mild sedative for a patient in 
whom severe granulocytopenia developed four years ago while taking 
pentobarbital sodium, phenobarbital and a tablet containing aminopyrine. 
Bromides cause a rash, chloral hydrate causes excitement. Would the 
administration of phenobarbital alone be completely free from danger? 
Has any case of granulocytopenia been reported which was thought to be 
due to phenobarbital alone? M.D., Saskatchewan. 


ANnsWer.—When granulocytopenia became comparatively fre- 
quent, suspicion was directed toward hypnotics and pain-relieving 
drugs, since their increased use seemed to be concomitant with 
the increased frequency of granulocytopenia. Certain combina- 
tions contain barbital derivatives as well as aminopyrine; it 
was first thought that the barbital derivatives were the chief 
offenders. Later it was shown that aminopyrine was the most 
frequent causative factor. There seem to be few if any cases 
in which it has been positively proved that phenobarbital in 
acceptable dosage has caused granulocytopenia. 

Since the patient is in need of a mild sedative and is sensitive 
to so many preparations, it is suggested that carbromal U. S. 
P. XI (bromdiethyl, acetylurea) be tried. In this drug the 
small amount of bromine is in “masked form” and _ probably 
will not cause a rash. 


CONGENITAL SYPHILIS 
To the Editor:—Kindly outline the treatment of heredosyphilis in a 
boy aged 7 years who has not been given any form of therapy. His 
height is 45 inches (114.3 cm.) and his weight 46% pounds (21 Kg.). 
M.D., New Jersey. 


ANSWER.—The treatment for this patient cannot be outlined 
with any degree of certainty without knowledge of the manifes- 
tations of congenital syphilis which he presents, if any. Does 
he, for example, have interstitial keratitis? If he does, depend- 
ing on the duration and severity of the ocular lesion, nonspecific 
fever therapy might be immediately instituted. Does he have 
any clinical evidence of neurosyphilis and is the spinal fluid 
normal or abnormal? Or, on the contrary, does he show any 
evidence of congenital syphilis other than inactive stigmas and 
a positive serologic reaction of the blood? 

Regardless of the type of manifestations which he presents he 
certainly should be treated, since no previous treatment has been 
given. Without further information, however, the best that can 
be done is to refer the inquirer to the chapter on treatment in 
the monograph “Prepubescent Syphilis,” by Jeans and Cooke, 
published by D. Appleton & Co., New York, in 1930 or to 
chapter 28 on the treatment of congenital syphilis in “The 
Modern Treatment of Syphilis,” by Moore, published by C. C. 
Thomas, Springfield, Ill, in 1933. 


REPEATED CURETTEMENTS 
To the Editor :—-Would repeated curettages under aseptic conditions, 
with or without pregnancies and in the absence of any infections or inflam- 
mations of the uterus, have a tendency to result in sterility or any other 
harmful effect in the patient? M.D., Chicago. 


Answer.—No. In recent years endometrial biopsies have 
been performed repeatedly on patients in the physician’s office 
with harmful results in hardly any cases. Some of these women 
were sterile before the biopsies were performed and conceived 
after these minor operations. Of course endometrial biopsies 
are not as extensive as curettages. However, if a curettement 
is properly performed—that is, if it is done under aseptic con- 
ditions and with gentle removal of only endometrial tissue— 
there is complete regeneration of the endometrium and no inter- 
ference with the normal cyclic activity of the endometrium. 


INHALATION OF CHROMIUM SALTS 

To the Editor:—A man aged 20 has been working as a chrome plater 
for the past fifteen months. He has had several ulcers on his hands which 
have healed. He has at no time had any ulcers in his nose. While work- 
ing he is protected by rubber gloves and wears a respirator. He has 
had a few attacks of coma while working. He states that he was 
unconscious for four hours during one of these attacks. He is nervous, 
and I am inclined to believe that the ‘‘so-called comatose attacks” were 
really hysteria, Could inhalation of chromium salts have an effect on the 
brain or cause coma? A. J. WeinverG, M.D., Chicago. 


Answer.—The action of chromium is almost entirely topical 
and limited to mucous membranes, the skin or its adnexa. No 
reference to the occurrence of coma as a direct result of chro- 
mium has been found. It certainly is not probable in the absence 
of other indications of severe chromium poisoning. 
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Medical Examinations and Licensure 


COMING EXAMINATIONS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
SPECIAL BOARDS 
Examinations of the National Board of Medical Examiners and Special 
Boards were published in Tue JourNAL, June 3, page 235 


STATE AND TERRITORIAL BOARDS 


ALABAMA: Montgomery, June 20-22. Sec., Dr. J. 
Dexter Ave., Montgomery. 

Arizona: Basic Science. Tucson, June 20, Sec., Dr. Robert L. 
Nugent, Science Hall, University of Arizona, Tucson. Medical. Phoenix, 
July 5-6. Sec., Dr. J. Patterson, 826 Security Bldg., Phoenix. 

Catirornta: Written examinations, San Francisco, July 10-13, Los 
Angeles, Aug. 7-10, and Sacramento, Oct. 16-19. ral examinations 
(required when reciprocity application is based on a state certificate or 
license issued ten or more years before filing a in California), 
Los Angeles, August 7, and San Francisco, Nov. 15. Sec., Dr. Charles 
B. Pinkham, 420 State Office Bldg., Sacramento 

CoLorapo: Denver, July 10-12. ms ge must be filed on or 
before June 20. Sec., Dr. Harvey W. Snyder, 831 Republic Bldg., 

CONNECTICUT: Medical (Regular). Hartford, July 11-12 

Hartford, July 25. Sec., Dr. mas P. Murdock, 147 Ww. 
Medical (Homeopathic). July 11-12. See., 
Joseph H. Evans, 1488 Chapel St., New Haven 

DELAWARE: Dover, July 13... Gee. Medical Council of Delaware, 
Dr. Joseph S. McD: ial 229 S. State St., Dove 

District oF — Science. June 26-27. 
Medical, Washington, July 10- Sec., Commission on Licensure, Dr. 
George C. Ruhland, 203 Dixtriet hide. Washington. 

Jacksonville, 19-20. Sec., Dr. 


N. Baker, 517 


Ww ashington, 


William M. Rowlett, 


ampa. 
the July 10-13. Sec., Dr. James A. Morgan, 48 Young 
ol 
: Oct. 3-4. Dir., Bureau of Occupational License, Mr. 

H. B Whittlesey. State Capitol Bldg., Boi 

I:ttnois: Chicago, June 20-22 and Oct. 17-19. 
Registration, Department of Registration and Education, Mr. 
Byrd, Springfield 

NDIANA: Indianapolis, June 20-22. Sec., Board of Medical Registra- 
tion and Examination, Dr. J. W. Bowers, 301 State House, Indianapolis. 

ype Basic Science. Des Moines, July 11. Dir., Division of Licen- 
sure and Registration, Mr. H. W. Grefe, State Department of Health, 
Capitol Bldg., Des Moines. 
Kansas: Kansas City, June 13-14. Sec., age of Medical Registra- 
tion _ Examination, Dr. F. Hassig, 905 N. 7th St., Kansas City. 

: Augusta, July 11-12. Sec. oard a Registration of Medi- 

cine, Dr. Adam P. Leighton, 192 St St., Portland. 

MARYLAND: Medical (Regular). Baltimore, wo 20-23. Sec., Dr. 
T. O'Mara, 1215 Cathedral St., Baltimore. Medical (Homeopathic). 
altimore, June 20-21. Sec., Dr. n A. Evans, 612 . 40th St., 
Baltimore. 
MAssACHUSETTS: Boston, July 11-13. Sec., Board of in 
Medicine, Dr. Stephen Rushmore, 413-F State House, Bosto 
MICHIGAN: Ann Arbor and Detroit, June 14-16. See., Beard of Regis- 
tration in Medicine, Dr. Earl McIntyre, 100 W. Allegan St., Lansing. 
MINNESOTA: Minneapolis, June 20-22. Sec., Dr. Julian F. Du Bois, 
350 St. Peter St., St. Paul. 

Mississtpei: Jackson, tase 21-22. Asst. Sec., State Board of Health, 

"hitfield, Jackson. 
Reciprocity. Helena, Oct. 2. eo 
S. A. Cooney, 216 "boner Block, 
New HaAmpsuire: Concord, Sept. 14-15. i. Board of Registration 
n Medicine, Dr. T. Burroughs, State House, Concord. 
ewe JERSEY: Trenton, June 20-21. Sec., Dr. Earl S. Hallinger, 28 


W. State St., Trenton. 
YEW Mexico: Fe, Oct. 9-10. Sec., Dr. Le Grand Ward, 135 
e 


Sena Plaza, Santa Fe. 

New York: Albany, Buffalo, New York, and Syracuse, June 26-29. 
Chief, Bureau of Pro essional Examinations, Mr. Herbert J. Hamilton, 
315. Education Building, State Education Department, Albany. 

ORTH CAROLINA: Balen. June 19. Sec., Dr. William D. James, 
™ Hamlet Hospital, Hamlet. 

Nortu Dakota: Grand +a July 5-8. Sec., Dr. G. M. Williamson, 
4% S. Third St., Grand For 

Oklahoma June 14. Sec., Dr. James D. Osborn, Jr., 


nN: Medical. Portland, June 20-22. Sec., Dr. Joseph F. Wood, 
$09. *Sellin Bldg., Portland. Basie Science. Cory vallis, Ju 3 
Portland, Oct. 28. Sec., State Board of Higher Education, Mr. Ch arles dD. 
yrne, University * Oregon, Eugene. 

PENNSYLVANIA: Written, Philadelphia and Pittsburgh, beginning July 
5. Bedside. Philadelphia, July . u of Professional Licens- 
ing, Dr. James A. Newpher, Bldg, Harrisburg. 

Puerto Rico: Santurce, Sept. 5. Sec., Dr. O. Costa Mandry, Box 
3854, Santurce. 

HODE IsLAND: Providence, Jy 6-7. Sec., Dr. Robert M. Lord, 
State Oftice ., Providence 

ouTH CAROLINA: June 27. Sec., Dr. 
505 Saluda Ave., Columbia, 

Sourn DAKoTA: Rapid City, July 18-19. Director, wearer Licensure, 
Dr. G. J. Van Heuvelen, State Board of Health, Pierr 

TENNESSEE: Memphis, June 15-16. Sec., Dr. H. W. Qualls, 130 

T. J. Crowe, 918 Mercantile 


Madison Ave., Memphis. 
:xas: Austin, 19-21. 
as. 
Salt Lake City, June 26-28. Dir., Department of Registra- 
i. V. Billings, 326 State Capitol Bldg., Salt Lake City. 
Burlington, June 14-16. Sec., Board of Medical Registra- 


OW. Scott Nay, Underhill. 
Sec., Dr. J. W. Preston, 30% 


VIRGINIA: June 21-23. 
Franklin Road, Roa 
‘Id, July. 5. Health Council, 
e, State ‘Capitol, Charles 
waukee, June 27-30. Dr. 


Layton Blvd. Milwaukee. 


Superintendent of 
Homer J. 


Helena, Oct. 


A. Earle Boozer, 


Sec., Dr. 


Henry J. Gramling, 
2203 S. 
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West Virginia March Report 


Dr. Arthur E. McClue, secretary, West Virginia Public 
Health Council, reports the oral and written examination held 
at Charleston, March 6-8, 1939. The examination covered eleven 
subjects and included 110 questions. An average of 80 per cent 
was required to pass. Five candidates were examined, all of 
whom passed. Seventeen physicians were licensed by reciprocity 
and one physician was licensed by endorsement. The following 
schools were represented : 

School PASSED 
St. Louis University School of Medicine 
Long Island College of Medicine 
New York University College of Medicine 
University of Cincinnati College of Medicine 
University of Tennessee College of Medicine 
Reciprocity 
LICENSED BY RECIPROCITY with 
estern Medical School Iowa, 
(1938), (1938) Ilinoi 
Rush Medical College 
Johns Hopkins Snlversity School of Medicine 
University of Michigan Medical School 
St. Louis University School of — 
Washington University School of M (1935) Missouri 
Ohio State University College of Medicine. - (1936), (1937) Ohio 
Western Reserve University School of Medicine (193 ai Ohio 
University of Pittsburgh School of Medic Penna. 
al College irginia N. Carolina, 
(1935) 


.2) Virg 
(1929) 


Michigan 
Maryland 
Michigan 
Missouri 


Virginia 


University of Virginia Department of Medicine 
Michigan 


University of Toronto Faculty of Medicine 
School LICENSED BY ENDORSEMENT Grad of 


Duke University School of Medicine (1934)N. B. M. Ex. 


Wisconsin january Examination 


Dr. Henry J. Gramling, secretary, Wisconsin State Board of 
Medical Examiners, reports the oral, written and _ practical 
examination held at Madison, Jan. 10-12, 1939. The examination 
covered twenty subjects and included 100 questions. An average 
of 75 per cent was required to pass. Fourteen candidates were 
examined, all of whom passed. Thirteen physicians were licensed 
by reciprocity and one physician was licensed by endorsement. 
The following schools were represented: 

School PASSED 

Northwestern University Medical School. (1938) 87, 89, 
Rush Medical College 937 
University of Minnesota Medical School 38 88 
Marquette University School of Medicine (1938) 88, 88, 89 
University of Wisconsin School ove 87, 

(1936) 86, 87, (1937) 89, 89, 

School LICENSED BY RECIPROCITY Year we “ated 
College of Physicians and Surgeons of Chicago (1885) 
Northwestern Univ. Medical School..(1933), (1935),* (1935) 
School of Med. of the Division of Biological Sciences (1937) 
State University of lowa College of Medicine 

Tufts College Medical School 

University of Michigan Medical School 

University of Cincinnati College of Medicine 

Western Reserve University School of Medicine 

University of Pennsylvania School of Medicine 

Baylor University College of Medicine 


Illinois 
Illinois 
Illinois 


Texas 


School LICENSED BY ENDORSEMENT sermon 
Harvard Medical School 


* License has not been issued, 


(1930) U.S. Navy 


Missouri Reciprocity and Endorsement Report 


Dr. Harry F. Parker, secretary, State Board of Health of 
Missouri, reports ten physicians licensed by reciprocity and two 
physicians licensed by endorsement at the meeting held in 
Jefferson City, Jan. 12, 1939. The following schools were 


represented : 
Year 


Reciprocity 
Grad. with 


School LICENSED BY RECIPROCITY 
University of Colorado School of Medicine Colorado 
University of Kansas School of Medicine 34, Kansas 
Louisiana State U niversity Medical Center 33 Louisiana 
i Michigan 
Nebraska 

Penna. 
Tennessee 
Tennessee 


University Medical College of Kansas +. Missouri. 
University of Pittsburgh School of Medic 


University of Tennessee College of 


a 36 
-(1931), (1937) 
Vanderbilt University School of Medicine (1922) 


4 orsement 


(1928)N. B. M. Ex. 
(1935)N. B. M. Ex. 


School LICENSED BY 


Washington University School of Medicine 
University of Vermont College of Medicine 


~ 
12 
9 
tion, Dt 


Book Notices 


A Dictionary of Food and Nutrition. By Lulu G. Graves, Organizer 
and Director of Dietary Departments in Michael Reese Hospital, Chicago, 
Lakeside Hospital, Cleveland, and Mt. Sinai Hospital, New York, and 
Clarence Wilbur Taber. Cloth. Price, $3.50. Pp. 423. Philadelphia: 
F. A. Davis Company, 1938. 

This book is the first attempt to provide a compendium of 
terms of interest to students of foods and nutrition. It includes 
not only definitions of the more common medical and scientific 
terms related to the science of nutrition and dietetics but also 
definitions of a number of such uncommon medical terms as 
acoria, ageusia, addephagia, eupepsia and oligocythemia. Many 
comparatively unknown foods such as cherimoya, chervil, geni- 
pap, grumichama, sapodilla and sapote are listed, often with 
interesting details as to origin, history and use. The book is 
complete. It contains in appendix and scattered throughout the 
text a number of useful tables and a bibliography of books, 
bulletins and journal articles pertaining to the subjects. Con- 
siderable material has been incorporated relative to the nutritive 
value of the more common articles of diet. Unfortunately the 
material relating to nutrition is marred by occasional inaccu- 
racies, such as the statement that sulfur-dried apricots contain 
more vitamin A (instead of vitamin C) than the unsulfured 
fruit, frequent confusion of food or nutritional value with 
calory value and the statement that pellagra is believed to be 
due to the absence in the diet of vitamin G (now identified as 
riboflavin). For some unknown reason the definitions for 
caseinogen and casein are given according to British rather 
than American usage. The customary American terms for the 
chief protein of milk, before and after the action of rennin, 
are casein and paracasein, respectively. However, in spite of 
these inaccuracies, which may be corrected in future editions, 
the dictionary has many valuable features, which should make 
it a convenient and useful addition to the reference shelves of 
physicians, dietitians, home economists and others interested in 
foeds and in the science of nutrition. 


Our Sex Life: A Guide & Counsellor for Everyone. By Fritz Kahn, 
M.D. Translated from the German by George Rosen, M.D. Cloth. Price, 
$6. Pp. 459, with 41 illustrations. New York: Alfred A. Knopf, 1939. 

This volume, published in German in 1937, is an attempt to 
provide for the average intelligent person the information that 
every one ought to have. The book is divided into several parts, 
the first dealing with the sex function, the second with the 
technic of sex activity, the third with the hygiene of sex life, 
the fourth with the problems of fertility, the fifth with the dis- 
turbances of sex life, the sixth with the diseases of sex life, 
the seventh with prostitution, the eighth with the sex life of 
children, the ninth with the sex life of the unmarried and the 
tenth with the author’s solution of the sex problem. The book 
is well written, is handsomely illustrated and is modern in its 
point of view. The author is firm for continence during pre- 
marital life, although recognizing that 95 per cent of people 
fail of complete continence. He recognizes that no real solu- 
tion has yet been offered for the sex problem of the unmarried 
and that only through sound education is a solution approached. 


Précis de technique radiographique. Par FP. Porcher, radiologiste des 
hépitaux de Paris. Avec la collaboration de A. Juquelier, assistant de 
radiologie des hépitaux de Paris. Cloth. Price, 150 frances. Pp. 332, 
with 302 illustrations. Paris: Gauthier-Villars, 1938. 

The extraordinary development of x-ray diagnosis has encour- 
aged the production of a rather large number of diagnostic 
works without much reference to technical detail. The state 
of perfection to which the manufacturers have brought their 
radiographic equipment has permitted a simplification of technic 
for ordinary radiographic work, which can be learned in a 
relatively short time by physicians familiar with the anatomic 
and pathologic detail. For the benefit of the technician and for 
those physicians who do their own technical work (every physi- 
cian should know better than his technician how to do this 
work), this is a valuable book. The first half deals with the 
radiographic technic of exploration of the skeleton; the second 
part deals with the viscera, including the digestive tube and its 
appendages, the urinary and genital tracts and the respiratory 
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tract. Despite the excellence of this book and the wealth of 
the photographs showing the various positions described, there 
is one serious fault, which another edition may perhaps correct. 
It would aid greatly if, in addition to the photographs of the 
patients in position for the radiographic exposures, there were 
added reproductions of the ensuing radiographic results. In 
fact, without such reproductions the value of the work is greatly 
reduced. Here and there a few roentgenograms are included, 
but they are relatively few and certainly inadequate. The book 
is well printed. The photographic illustrations, though small, 
are effective, and on the whole the work is a desirable addition 
to the working library of every radiologist and his helpers. 


Rheumaprophylaxe und Rheumafiirsorge. Herausgegeben von Dr. IP. 
Kohler, Geh. San.- Rat. Leiter der Staatlichen Rheumaheilanstalt und des 
Sanatoriums Bad Elster, und Prof. Dr. Rud. Jiirgens, Stellv. Direktor 
der Univ.-Klinik fiir natiirliche Heil- und Lebensweisen und Chefarzt des 
Augusta-Hospitals Berlin. Verhandlungen der Deutschen Gesellschaft 
fiir Rheumabekaimpfung Stuttgart, 17.—18. IX. 1938 (Sonderausgabe 
aus Zeitschrift fiir Rheumaforschung Band I, Heft 10, 1938.) Boards. 
Price, 8 marks. Pp. 146, with illustrations. Dresden & Leipzig: Theodor 
Steinkopff, 1938. 

The German Society for the Fight Against Rheumatism met 
in Stuttgart in September 1938. The present volume, the record 
of the proceedings, was published by Steinkopff as one of a 
series of books appearing in the past months, all concerned with 
various phases of the rheumatism problem. Julius Rother of 
Berlin opened the meeting. He stated the subject for the sym- 
posium and set the temper of the talks by warning his colleagues 
of their deep responsibility to the fatherland in guarding the 
health of their fellow Germans. Reiter of Berlin outlined a 
plan under consideration whereby all those interests within the 
reich which are concerned with rheumatism are to be coordi- 
nated. The nation is to be divided into sectors. Statisticians, 
insurance companies, dentists, clinicians and bacteriologists will 
take part in the work. The results will be evaluated and the 
work directed from the central office; thus useless duplication 
will be avoided. Eighteen medical papers were presented. The 
diversity of the subject matter does not permit of individual 
reviews. However, the papers dealt mainly with general con- 
siderations of the incidence and prophylaxis of rheumatic 
diseases. The “focal infection school” was unusually well repre- 
sented and discussed extensively the probable roles of dental 
infections and diseases of the upper part of the respiratory tract, 
the pelvis and the appendix. No new proofs of the focal infec- 
tion hypothesis were presented, although, as usual, those with 
conviction regarding this hypothesis needed no further proof. 
Josenhans insists that much will be accomplished when every 
German school child vigorously massages his gums with the 
“zahnigel”—a gum finger cot with rubber bristles! The pro- 
ceedings are of interest to those who are following the growing 
concern of the profession with the rheumatism problem. In 
Germany, as elsewhere, there is increasing realization of the 
serious sociological problems and the economic ravages of these 
previously neglected diseases. 


Fevers for Nurses. By Gerald E. Breen, M.D., Ch.B., D.P.H., Senior 
Assistant Medical Officer, The North Eastern Hospital, London. Cloth. 
Price, $2. Pp. 199, with 21 illustrations. Baltimore: William Wood & 
Company, 1938. 

This book begins with several chapters on the general features, 
observations to be made and principles of prevention of fevers 
in general. The diseases are next discussed individually accord- 
ing to definition, cause, incubation period, segregation period, 
incidence, mode of spread, course, complications, treatment and 
prophylaxis. The final chapter is on operative procedures. The 
clear, concise manner of presentation makes for easy reading. 
Moreover, constant reference to the patient and the nurse bring 
realism to items which might otherwise be overlooked. 


Giperergicheskie reaktsii (v eksperimente i klinike.) Pod redaktsiey 
D. E. Alperna. Réactions hyperergiques (expérimentales et cliniques.) 
Paper. Price, 7 rubles. Pp, 240, with illustrations. Kiev: Gosudarst- 
vennoe meditsinskoe izdatelstvo USSR, 1938. 

This volume, published by the department of pathologic physi- 
ology of the Ukrainian Institute of Experimental Medicine, deals 
with investigations carried on in the institute into the various 
phases of hyperergic reactions. The papers are in Russian with 
a brief summary in French. The volume should prove of 
interest to experimental workers in this field. 
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Molding and Casting: Its Technic and Application for Moulage Work- 
ers, Sculptors, Artists, Physicians, Dentists, Criminologists, Craftsmen, 
Pattern Makers and Architectural Modelers. By Carl Dame Clarke, 
Associate Professor of Art as Applied to Medicine, University of Mary- 
land School of Medicine, Baltimore. Cloth. Price, $4.50. Pp. 308, with 
69 illustrations. Philadelphia: Warren-Knight Company, 1938. 

This volume is useful as a reference book to sculptors, artists, 
dentists, criminologists, craftsmen, pattern makers and archi- 
tectural modelers. It is of inestimable value to physicians 
interested in moulages for medical record or the production of 
realistic, natural and comfortable prostheses. Although in his 
preface the author “freely admits that this text is far from 
complete,” the book is probably the most compiete published 
reference book to be found on the art of molding and casting. 
Unlike many other persons doing this type of work, who have 
patented and carefully guarded their “trade secrets,” Clarke has 
given a comprehensive outline of methods and formulas, some 
of which are a definite improvement on those now employed. 
The material is arranged in logical and orderly fashion, begin- 
ning with a history of molding and casting as applied to medi- 
cine and science in general, going on to the subject of where 
and how to purchase molding and casting ingredients and con- 
tinuing with all the details of molding and casting simple sub- 
jects, all parts of the human body, pathologic specimens and 
large subjects. Following the section on molding and casting 
the entire body are sections on moulages of the oral cavity and 
moulage prosthesis. The detailed and clearly written descrip- 
tions make the volume an ideal textbook for amateurs. There 
are numerous references. 


The Emotional Factor in Visceral Disease. By H. G. McGregor, M.D., 
M.R.C.P., Medical Registrar, Royal Sussex County Hospital. Foreword by 
R. D. Gillespie, M.D., F.R.C.P., D.P.M. Cloth. Price, $3. Pp. 198, with 
4 illustrations. New York & London: Oxford University Press, 1938. 

Dr. McGregor has written an interesting, timely and useful 
little book in which he gives much information and much good 
advice. It is an excellent idea to show the medical student that, 
even when he finds organic disease such as peptic ulcer or 
chronic ulcerative colitis, asthma, hypertension or hyperthyroid- 
ism, he must not forget that factors of nerve strain, fatigue, 
worry, fear, difficulties in adjustment to life or internal psychic 
conflicts may well be more important in maintaining the disease 
or producing exacerbations than are the organic changes to be 
observed in the body. Furthermore, treatment will often be 
useless unless the psychic factors are recognized and corrected 
so far as is possible. The author discusses the now well known 
fact that there is a definite ulcer diathesis or personality which 
must be recognized and dealt with during all attempts at treat- 
ment of the disease. He gives a number of case reports to show 
that psychic strain is likely to cause flare-ups in the course of 
chronic ulcerative colitis, and he shows the importance of such 
strain in some cases of asthma. He gives much good advice 
about the treatment of the nervous states, and he points out what 
should be well known, namely that there are only a few physi- 
cians who were born with the requisite temperament, understand- 
ing and personality to help persons with nervous and psychic 
troubles. The average physician, who doesn’t like these patients 
and doesn’t like to be bothered with them, usually cannot help 
them, and often he only antagonizes and outrages them and sends 
them away angry. The book should be read by all internists and 
by all young physicians starting out in practice. 


Crime and the Man. By Earnest Albert Hooton. Cloth. Price, $3.75. 
Pp. 403, with 64 illustrations. Cambridge, Massachusetts: Harvard Uni- 
versity Press, 1939. 

This volume is based on a twelve year survey of the anthro- 
pology of the American criminal. It is accompanied by a more 
extensive work giving all the statistical data on which it is 
based. Much of the material was used as the foundation of a 
series of lectures before the Lowell Institute. The author recog- 
nizes that psychiatry, anthropology and ethnology all have been 
concerned with crime and that the answer is not yet available. 
Since the time when Lombroso contended that the skull of the 
criminal is distinctive, the anthropological approach to the prob- 
lem has had significance. Some 15,000 criminals in ten states 
were examined in this study. The book seems to lead to the 
conclusion that special studies of the relationship of body build 
to crime and of alleged occupations of criminals to physique 
and to general sociological status suggest that the type of a 
criminal’s offense is the resultant of several selective forces or 
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agencies. The author finds, for instance, that tall, thin men 
tend to murder and to rob, tall heavy men to kill and to commit 
forgery and fraud, undersized thin men to steal and to burglarize 
and short heavy men to assult, to rape and to commit other sex 
crimes, whereas men of mediocre body build tend to break the 
law without obvious discrimination or preference. The first 
generation American criminals, he finds, are more persistently 
criminalistic than the foreign born. It is of course significant 
that a large scientific study of this type should lead to the definite 
conclusion that there is a criminal type or several criminal types. 
The author finds that race does not make the human animal 
criminalistic but that race undoubtedly influences the choice of 
crime in those organic inferiors who appear in each racial 
group. He believes that first offenders ought to be segregated 
and carefully studied and that paroled delinquents should be 
kept on a permanent reservation. He feels that the only purely 
environmental, nonbiologic means of crime prevention which 
has the slightest prospect of success is the training, supervision 
and education of children from depressed areas and_ inferior 
stocks prior to the onset of delinquency. Professor Hooton is a 
scientist who knows how to write; he has wit and literary style 
and what he says merits attention. 


Clinical Bio-Chemistry. By Ivan Maxwell, M.D., B.S., M.Se., Lecturer 
in Physiology and Clinical Bio-Chemistry, University of Melbcurne. 
Fourth edition. Cloth. Price, 22s. 6d. Pp. 343, with 6 illustrations. 
Melbourne: W. Ramsay (Surg.) Pty., Ltd., 1938. 

This edition contains much of the same material as before, 
with slight extensions in most chapters and the addition of 
methods for determining serum phosphatase, urinary pa and 
urinary vitamin C. As in former editions, no attempt has been 
made to present a choice of methods with critical discussions on 
reliability and significance of the results. It is unfortunate that 
the methods for determining blood and urinary dextrose, non- 
protein nitrogen by nesslerization, urea by urease paper, serum 
calcium and blood uric acid have not been brought down to 
date. The book contains much factual material of value to the 
clinician, and each chapter concludes with a short bibliography 
of clinical interest. 


Medicine for Nurses. By C. Bruce Perry, M.D., F.R.C.P., Professor 
of Medicine, University of Bristol,’Bristol. Cloth. Price, $2. Pp. 211, 
with 11 illustrations. Baltimore: William Wood & Company, 1938. 

In his preface the author states that this book “is primarily 
intended for nurses studying for the Certificate of General Nurs- 
ing of the General Nursing Council.” In the short space of 
203 small pages an attempt is made to discuss the diseases of 
the blood, of all the systems and of the joints and muscles, 
deficiency diseases, diseases of the skin and acute infectious 
diseases and to give some advice on the nursing requirement. 
Consequently there is not enough explanation of the majority 
of diseases to satisfy even a minimum of curiosity. 


Methodik der Hormonforschung. Von Dr. phil. habil. Christian 
Bomskov, Laboratoriumsleiter der chirurgischen Klinik der Universitat 
Freiburg i. Br. Band Il: Ovar (Follikelhormone, Gelbkérperhormon), 
Hoden/Hypophysenvorderlappen. Paper. Price, 89 marks. Pp. 1,016, 
with 274 illustrations. Leipzig: Georg Thieme, 1939. 

This book deals with the hormones of the ovaries, testes and 
anterior pituitary gland. Like the first volume, it is a huge 
compilation of scientific reports, containing a remarkable amount 
of data which would be obtained with difficulty under ordinary 
circumstances. Detailed descriptions are given of the physio- 
logic and chemical properties, extraction methods and assay 
methods of these hormones. The material is presented in great 
detail and includes practically all methods for extraction of the 
various hormones, chemical procedures for their purification and 
synthesis and assay technics that have been published. For this 
reason it is an invaluable source book for the investigator in 
the field of endocrinology. The material, however, is not criti- 
cally evaluated by the author and contains in detail abstracts 
of numerous reports of questionable value, demonstrating that 
the author either has little insight as to the actual worth of 
much of the material or else is merely acting as a collector of 
data. The volume is probably intended not to be read but only 
to be consulted. Considerable experience with the material in 
question is necessary in order to use it properly. The average 
medical student or physician would derive little benefit from a 
perusal of the book. 
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Der Rheumatismus: Sammlung von Einzeldarstellungen aus dem 
Gesamtgebiet der Rheumaerkrankungen. Herausgegeben von Professor Dr. 
Rudolf Jirgens, Stellv. Direktor der Universititsklinik fiir natiirliche 
Heil- und Lebensweisen und Chefarzt des Augusta-Hospitals’ Berlin. 
Band IX: Die Arthroskopie (Endoskopie des Kniegelenks): Ein Beitrag 
zur Diagnostik der Gelenkkrankheiten. Von Dr. med. Ernst Vaubel, 


Medizinische Universitaéts-Klinik Frankfurt a. M. Band XI: Der akute 
Gelenkrheumatismus (das rheumatische Fieber). Von Dr. med. Ernst 
Vaubel, Medizinische Universitéts-Klinik Frankfurt a.M. Band XII: 


Von Prof. Dr. med. Richard Frihwald, 
Stadtkrankenhaus Chemnitz. Boards. 
Pp. 64, with 25 illustrations ; 
Theodor Steinkopff, 


Dermatologie und Rheumatismus. 
Direktor der Hautabteilung am 
Price, 10 marks; 7.50 marks; 4.50 marks. 
124; 52, with 17 illustrations. Dresden & Leipzig: 
1958, 

Since the turn of the century, physicians have learned much 
about the exact diagnosis of diseases of the joints. Laboratory 
procedures and many mechanical methods have contributed 
largely to this increasing skill. Thus, new light on the diagnosis 
of rheumatic diseases has resulted from studies of roentgeno- 
logic evidence, of fluid aspirated from joints, of specimens taken 
for biopsy and of immunologic data. Arthroscopic examination 
may now be added to this growing list. This procedure, the 
direct visualization of the cavities of joints by an endoscope 
designed for this purpose, should become important for the study 
and diagnosis of disease of joints, just as cystoscopic, broncho- 
scopic and gastroscopic examinations have proved of value. In 
volume Ix of the present series on rheumatism, Vaubel has out- 
lined the technic of the procedure, the indications for it and the 
attendant dangers, and he has described the instrument made 
for him by Wolf of Berlin. A description of the normal cavity 
of the knee joint as seen through the arthroscope is included, 
and also reports of eleven cases of arthritis in which he employed 
arthroscopic examination. Roentgenograms and descriptions of 
the arthroscopic appearance of the diseased joints are presented. 
Sixteen colored drawings are appended, which show clearly the 
pathologic changes as seen through the instrument. The diseases 
pictured include rheumatic fever, acute and chronic infection, 
arthritis, intermittent hydrops, “arthrosis deformans” and syno- 
vial lipoma. This book is devoted to the author’s own work. 
The reader must look elsewhere for the history of the develop- 
ment of the method. 

Volume x1 in the series, on rheumatic fever, is an objective 
survey of much present knowledge. The introductory chapter 
deals with the important geographic, climatic and seasonal fac- 
tors affecting rheumatic fever. This is followed by a section 
devoted to a review of pathologic and clinical considerations. 
The remainder of the text deals with prognosis, therapy, diag- 
nosis and pathogenesis. Discussing the pathologic changes of 
rheumatic infection, Vaubel has presented a review of much of 
the newer work in this field. In the earliest stages one finds 
edema of the connective tissues of affected organs, the individual 
fiber bundles being separated by edema and swollen or replaced 
by opaque masses which, like fibrin, stain with acidophilic dyes. 
This lesion, which appears to be caused by a specific injury to 
the intercellular ground substance in which fibrils are embedded, 
has been named “fibrinoid swelling” by Klinge. The rheumatic 
granuloma, or Aschoff nodule, is a lesion belonging to the later 
course of the disease. In the section dealing with diagnosis a 
useful chapter is included regarding the electrocardiogram., 
Although it shows no alteration pathognomonic of the disease, 
it gives distinct evidence of myocardial injury in at least 62 per 
cent of cases of acute involvement. The claracter of these 
changes is outlined. Vaubel has observed the late effects of 
rheumatic fever on the joints, clinically and by arthroscopic 
examination. Correctly, he emphasizes that these do not include 
progressive, chronic arthritis; the lesions of the joints almost 
invariably clear without leaving any residue. Regarding prog- 
nosis, everything depends on the severity of the cardiac involve- 
ment, which, as Vaubel indicates, is far more frequent and more 
intense early than later in life. Of those attacked between the 
ages of 11 and 25, it has been shown that only 20 per cent are 
alive at the age of 40. After summarizing the recent work on 
bacteriology and immunology in rheumatic fever, Vaubel cau- 
tiously concludes that the etiology of rheumatic fever remains 
obscure. A specific infectious agent has not yet been proved. 
Evidence for the tuberculous hypothesis is slim and, as to 
streptococci, the most one can say is that a preceding strepto- 
coccic infection probably forms the groundwork for rheumatic 
fever; the streptococcus, says Vaubel, is not yet proved to be 


the specific exciter. He points out that those who claim that 
the lesions of rheumatic fever are a hyperergic response of the 
organism sensitized to streptococci overlook the fact that similar 
lesions have been induced in animals by toxins and by direct 
infection; the allergic hypothesis is not yet proved. The 
appended bibliography is fairly extensive. ™ 

Volume xu of the series is divided into two sections, the first 
dealing with “skin diseases which occur frequently in rheuma- 
tism” and the second with “secondary skin diseases not causally 
related to rheumatism.” No attempt is made to arrange the 
dermatologic disturbances on the basis of a classification of 
articular diseases. Under the first of the two headings are 
found descriptions of certain types of erythema, purpura, 
urticaria and nodular eruptions which occasionally accompany 
rheumatic diseases. These are presented in the pedagogic 
manner conventional to textbooks on dermatology. Included 
under the first grouping is an interesting description of Freund's 
“erythrosis,” a condition characterized by pigmentation, heat, 
redness and atrophy of the skin of the digits distal to the ter- 
minal phalangeal joints, with marked hyperkeratosis of the nails. 
This apparently occurs in association with “rheumatoid” or 
chronic infectious arthritis. In the second section is a division 
dealing with altered physiologic function of the skin in rheu- 
matic diseases. These include disturbed sensibilities, altered 
cutaneous capillary pressure, dysfunction of thermoregulation, 
vasomotor disturbances and altered sensitivity to dietary and 
bacterial proteins. Some articular diseases are attributed by 
rheumatologists to focal infection, and dermatologists are like- 
wise of the opinion that some dermatologic diseases are caused 
by foci of infection. Accordingly, Friihwald included in the text 
descriptions of alopecia areata, dyshidrosis, eczema, furunculosis, 
lichen planus, lupus erythematosus, pemphigus vulgaris and 
pyoderma; all are possibly related to focal infection (although 
not particularly to disease of the joints). No descriptions of 
psoriatic arthritis, keratodermia blennorrhagica or Haverhill 
fever are included. This volume contains some interesting data 
regarding associated articular and cutaneous diseases but would 
be much improved by more systematic arrangement. 


Big Fleas Have Little Fleas or Who's Who Among the Protozoa. By 
Robert Hegner, Professor of Protozoology in the School of Hygiene and 
Public Health of the Johns Hopkins University. Based on Messenger 
Lectures, Cornell University, 1937. Cloth. Price, $3. Pp. 285, with 
127 illustrations. Baltimore: Williams & Wilkins Company, 19338. 

Whenever a chemist, a biologist, a physician or any other 
kind of scientist suddenly appears on the scene with the extraor- 
dinary ability to present his knowledge in such a manner as to 
interest the average reader, he is welcomed with loud shouts of 
joy and satisfaction. If he possesses as well the extraordinary 
ability to make sketches that are full of human interest and if 
he possesses also a sense of humor like that of the renowned 
James Thurber, he merits a pedestal. Thus we salute Prof. 
Robert Hegner of the School of Hygiene and Public Health of 
the Johns Hopkins University, whose Messenger Lectures at 
Cornell University in 1937 are here elaborated in a mixture of 
prose and verse, humor and science, such as seldom appears on 
the medical scene. The book is readable, enjoyable and enlight- 
ening; it deserves a tremendous audience. 


The Language of the Dream. By Emil A. Gutheil, M.D. Cloth. Price, 
$3.50. Pp, 286, with 40 illustrations. New York: Macmillan Company, 
1939. 

The author of this volume was associated with Stekel and 
is convinced that none of the books thus far available in the 
field of the dream are sufficiently concrete or instructive for 
the average reader. He has attempted a different type of 
presentation, considering first the element of the dream and 
the basic mechanisms and next the symbols that appear in 
dreams, the method of interpretation and the relationship of 
the dream to the neuroses. His concluding chapter, dealing with 
the psychologic schools, indicates the differences in point of 
view of the freudian method from that of Adler and Jung. The 
book is supplemented by a bibliography, a glossary and an index. 
It is not likely to have much interest for the average lay reader. 
It will, however, be significant to all workers in the field of 
psychiatry, to educators and to those especially interested in the 
scientific significance of the dream. 
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The Extra Pharmacope@ia (Martindale). Volume 11. Published by 
direction of the Council of the Pharmaceutical Society of Great Britain. 
In two volumes. Twenty-first edition. Cloth. Price, 22s. 6d. Pp. 1,148. 
London: Pharmaceutical Press, 1938. 

This volume completes the first edition issued under the new 
ownership. Neither volume has undergone much change in 
general scope; the first deais with the composition and applica- 
tion of drug products, while this one deals with such ancillary 
subjects as analysis and assay of medicinal products, foods and 
waters. The first section is an analytic addendum concerned 
with substances previously described, the second section is 
devoted to problems of analytic chemistry and clinical pathology 
and the last part deals largely with bacteriologic problems. 
The work is broad in its scope and may well serve as a starting 
point in many chemical, clinical and bacteriologic investigations. 


Physician to the 
Pp. 302, with 


The Little Doc: The Story of Allan Roy Dafoe, 
Quintuplets. By Frazier Hunt. Cloth. Price, $2. 
portrait. New York: Simon & Schuster, Inc., 1939. 

Most of this book, which appeared in the Saturday Evening 
Post, purports to be the authentic life of Dr. Allan Roy Dafoe. 
The author is widely known as a competent journalist. Physi- 
cians will remember the original story of the birth of the quin- 
tuplets, which appeared shortly after the great event occurred. 
The book reflects some of the terrific excitement and the con- 
fusion that attended this event. Frazier Hunt dramatizes the 
event and, best of all, tells the real story of its entrance into the 
news and of its development into one of the biggest news stories 
of all time. The extraordinary interest for medicine is not so 
much in the birth of five babies as in their growth and develop- 
ment. Apparently there is no record anywhere in the history of 
medicine of five prematurely born infants weighing as little as 
these five weighed and surviving. The story is worth the time 
of any reader. 


Zur Pathogenese der arteriellen Hypertension unter besonderer Beriick- 
sichtigung der Rolle der Nieren und Nebennieren im Mechanismus des 
weissen Hochdrucks. Von Roald Opsahl. Acta medica scandinavica, 
— 92. Paper. Pp. 262, with 17 illustrations. Stockholm, 

Opsahl is of the opinion that pathologic anatomy may still 
cast much light on the nature of hypertensive diseases and here 
presents the results of his investigations along these lines. The 
first part of the book contains a brief description of the physio- 
logic regulation of blood pressure and the mechanisms involved 
in the production of hypertension. The author divides persistent 
hypertension into three categories based on whether it results 
from purely renal, purely extrarenal or combined renal and 
extrarenal causes. The second and larger part of the book is 
devoted to postmortem observations with special reference to 
the state of the heart, the kidneys and the endocrine organs in 
hypertension. The student of the field may be interested in the 
data presented on the weights of the endocrine organs in hyper- 
tension, Opsahl concludes that renal hypertension is the result 
of and compensatory to impairment of glomerular filtration. 
This may be true but is not proved by the evidence presented. 
Nor, in the light of recent American work, can one agree 
with the author's skepticism regarding the role of decreased 
renal blood flow and of substances formed by the kidney in the 
pathogenesis of hypertension. 


Sbornik trudov posvyaschenny XL-letney deyatelnosti Prof. V. N. Ton- 
kova. [Collection of Works Celebrating 40 Years’ Activity of V. N. 
Tonkov.] Cloth. Price, 20 rubles. Pp. 502, twith illustrations. Lenin- 
grad: Izdanie voenno-meditsinskoy akademii RKKA im. S. M. Kirova, 
1937. 

This volume is dedicated to Prof. V. N. Tonkov, head of the 
department of anatomy in the Military Medical Academy of 
Leningrad, by his former pupils on the occasion of his completion 
of forty years of pedagogic activity. The papers deal with 
problems in human and in comparative anatomy. 


Kurzgefasstes Lehrbuch der Physiologie. Von Ph. Broemser, 0, Pro- 
fessor fiir Physiologie in Miinchen. Second edition. Paper, 
12 marks. Pp. 371, with 198 illustrations. Leipzig: Georg Thieme, 1938. 

This is a well organized and well balanced classic textbook 
on phy siology suitable for medical students. It is not exhaustive 
and yet it is fundamental. No attempt is made to refer to 
original literature; consequently it will be of little use to 
advanced students or investigators. 
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MEDICOLEGAL ABSTRACTS 


Malpractice: Loss of Finger Attributed to Failure to 
Remove Fragment of Needle.—The plaintiff sued the defen- 
dant, attributing the loss of a finger to his negligence in failing 
to remove a fragment of a needle therefrom. The trial court 
entered a judgment of nonsuit and the plaintiff thereupon 
appealed to the district court of appeal, second district, division 
2, California. 

The plaintiff was a seamstress and on Saturday, March 2, 
1935, she accidentally ran a needle into her right ring finger 
through the second joint, and a fragment of it became embedded 
in the finger. She was taken to the office of the defendant, a 
physician, shortly after noon. The defendant was about to 
leave his office but stated that he was familiar with this type 
of case and would have no difficulty in removing the needle. 
At the time the plaintiff went to the defendant’s office her 
hand was discolored by a dark stain from the material on which 
she had been working. According to the evidence the defendant 
did not wash the finger or hand but swabbed the finger with 
a liquid which he stated was iodine. He tried to locate the 
needle with a “Zio-Lite” but was unable to do so. He then 
sent the plaintiff to a dentist in the building who had x-ray 
equipment for making roentgenograms of teeth. The dentist 
made a roentgenogram of the finger but it was not clear or 
distinct. The defendant, however, made an incision in the 
finger and probed for the needle for about four or five minutes 
without locating it. He put some gauze in the wound to 
establish drainage, stitched up the side of the incision and 
bandaged the finger and hand. He gave the plaintiff a box of 
pills to relieve pain and sent her home with instructions to 
come back the following Monday morning in order to have 
roentgenograms made. 

Saturday evening the plaintiff's hand became very painful, 
and on Sunday efforts were made to reach the defendant by 
telephone but he could not be located. Her finger and hand 
had become swollen and in order to relieve the pain the 
plaintiff cut the bandages. She became feverish and ill. On 
Monday she was taken to another physician, who found evi- 
dence of infection; a roentgenogram was made and the plain- 
tiff was sent to a hospital where the needle was extracted. Her 
arm became swollen up to the shoulder and eventually an ampu- 
tation of the finger was necessary. 

On behalf of the plaintiff, evidence was introduced tending to 
show that the leaving of the needle in the tissue in the present 
case was the primary cause of the infection. It is the usual 
and ordinary custom in the community, a witness testified, to 
take a roentgenogram of the finger before it is incised for the 
purpose of removing a needle, and that when a roentgenogram 
is faded and the needle is entirely incased in the finger and 
not visible to the eye it is not the customary and usual practice 
for a physician to cut and incise the finger, relying on that 
type of roentgenogram. 

On a motion for a nonsuit, the court said, the trial court 
must assume that all the evidence in the plaintiff's favor is true 
and every favorable inference fairly deducible from the evidence 
and every favorable presumption fairly arising from the evidence 
must be drawn in the plaintiff's favor. Measured by these 
rules, the court thought that the issues in the present case 
should have been submitted to the jury. The court was not 
unmindful of the general rule that in cases of malpractice it 
must be shown by expert testimony that the damages suffered 
by the plaintiff resulted from the failure of the defendant to 
possess and use that degree of care and skill ordinarily pos- 
sessed and used by physicians and surgeons in good standing 
in the locality. The testimony of the expert witness in the 
case, the court thought, was sufficient to meet the requirements 
of the general rule, considered in connection with the facts 
established by the lay witnesses. Even in actions for malprac- 
tice the jury may consider without the testimony of experts 
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matters which are within the common knowledge of mankind. 
It might be well argued, the court said, that it is a matter of 
common knowledge that a needle accidentally embedded in the 
finger of a seamstress might cause infection if not promptly 
extracted, that a clear roentgenogram would be of assistance 
to the surgeon and that an effort should be made to secure one. 

In the opinion of the appellate court, therefore, the trial 
court erred in granting the motion for a nonsuit and the judg- 
ment of nonsuit was therefore reversed.—Wires v. Litle (Calif.), 
80 P. (2d) 1010. 


Autopsy: Right of Coroner to Authorize Autopsy 
Without Holding Inquest.—Patrick, a fireman employed by 
the City of Macon, Mo., collapsed and died while fighting a 
fire. The local physician of the defendant insurance company 
which insured the city against possible liability under the Mis- 
souri workmen’s compensation act notified the coroner that 
the city had insurance on Patrick and that “they ask for an 
autopsy.” Later in the day another physician employed by 
the insurer performed the autopsy. Patrick’s widow sued the 
insurance company, alleging that it had caused the autopsy to 
be performed without her consent or knowledge. From a 
judgment for the widow the defendant appealed to the Kansas 
City court of appeals, Missouri. 

The court of appeals found no merit in a contention that 
the widow’s remedy was exclusively under the workmen's 
compensation act. This suit, said the court, is based on the 
theory that the widow has a quasi-property right in the remains 
of her husband. The wrong of which she complains occurred 
after the death of the husband, was in no way connected with 
the cause of his death and could not therefore be cognizable 
under the compensation act. 

The court disagreed with a contention made by the insurance 
company that the autopsy was legally performed. In Missouri, 
the court pointed out, a coroner has no authority to order an 
autopsy except in connection with an inquest to be held before 
a coroner’s jury. No inquest was held in this case and it was 
evident that the coroner had no intention to hold an inquest, 
for he testified that the autopsy was performed merely that he 
might have information on which to make out a death certificate. 

The insurance company next insisted that if the coroner 
believed an autopsy was necessary he acted in his judicial 
capacity in having one performed, and the defendant insurance 
company was therefore protected. But, answered the court, 
a coroner acts judicially only with respect to determining 
whether an inquest shall be held and not in the “calling or 
holding of an autopsy.” He has no authority to order an 
autopsy except in connection with an inquest. In the opinion 
of the court, the jury could conclude from the evidence that 
even though the coroner sought to justify the autopsy on the 
theory that it was necessary for him to sign a death certifi- 
cate, he abused his office in authorizing the autopsy for the 
purpose of assisting the defendant insurance company to obtain 
evidence to be used to defeat any claim for compensation to 
be made by the widow. 

For the reasons stated, the judgment in favor, of the widow 
was affirmed.—Patrick v. Employers Mut. Liability Ins. Co. 
(Mo.), 118 S. W. (2d) 116. 


Medical Practice Acts: Refusal to License by Reci- 
procity Graduate of Unrecognized Medical School. — 
Salowitz attended the Detroit College of Medicine and Sur- 
gery for three years, leaving school in 1925 with conditions 
in certain subjects. He entered the Chicago Medical School 
in October 1925 and after an attendance of two school years 
and an internship of one year received a diploma therefrom in 
June 1928. In June 1927 and in June 1928 he sought to be 
examined for a license to practice in Michigan, but the Michi- 
gan State Board of Registration in Medicine refused to permit 
him to do so because he was graduated from a school “not on 
the accredited list as recognized” in Michigan. In September 
1928 he was licensed after examination in Illinois. In 1933, 
and again in 1934, he sought a license by reciprocity in Michi- 
gan based on his Illinois license. On the refusal of the board 
so to license him he sought a writ of mandamus from the 
Supreme Court of Michigan to direct the board to issue the 
license. 


SOCIETY PROCEEDINGS Jou 


rn. A. M. A, 
June 10, 1939 
The Michigan medical practice act provides in part as 


follows: 

The applicant may, at the discretion of the board, be registered and 

given a certificate of registration if he or she shall present satisfactory 
proof of the possession of a certificate of registration or license which 
has been issued to said applicant within the states, territories, districts 
or provinces of the United States, or within any foreign country, where 
the requirements for the registration of said applicant at the date of his 
or her license shall be deemed by said board of registration in medicine 
to be equivalent to those of this act. 
Under this section, said the court, the granting or refusal of 
registration rests within the discretion of the Board of Regis- 
tration in Medicine and courts will not interfere with the exer- 
cise of that discretion unless the discretion is abused. In the 
opinion of the, court the board in this case had not acted 
arbitrarily. The general policy of the board for a number of 
years past had been to grant recognition only to graduates of 
class “A” medical schools. In establishing the classification 
of such institutions the board has accepted the recommenda- 
tions of the Council on Medical Education and Hospitals of 
the American Medical Association. The board is a member 
of the Federation of State Medical Boards of the United States, 
an organization formed to harmonize rules and regulations 
maintained in the different states and to promote a uniform 
and harmonious reciprocal relation between states. The results 
of investigations made of medical schools by the Council on 
Medical Education and Hospitals of the American Medical 
Association are available to all state boards through the fed- 
eration, and this method of procedure is expedient because of 
the practical impossibility of independent investigation of all 
medical institutions by each board. The Council on Medical 
Education and Hospitals has not at any time during the past 
ten years recognized the Chicago Medical School as a class 
“A” school. In 1927 and in 1928 the Chicago Medical School 
was listed by the Council as a class “C” institution and since 
that date has been refused any recognition at all. 

Salowitz claimed, however, that the board had impliedly 
recognized the Chicago Medical School by allowing a grad- 
uate of that school to take the Michigan examination in June 
1926. It appeared with respect to that physician, however, 
that he attended the Detroit College of Medicine and Surgery 
from September 1909 to May 1913 but was not allowed credit 
for any of the work because he failed to remove a condition 
he had received in anatomy during the first year of his medical 
school work. He then became associated with certain physi- 
cians in Detroit and served during the war. Later he attended 
the Chicago Medical College in 1923 and 1924 and graduated 
therefrom. But the Michigan board admitted him to exami- 
nation in 1926 solely on the basis of his work at the Detroit 
college, the board specifically stating that he was not admitted 
to examination on the fact of his graduation from the Chicago 
Medical College. 

The court therefore denied the writ of mandamus.—Salowits 
v. Michigan State Board of Registration in Medicine (Mich.), 
280 N. W. 737. 


Society Proceedings 


COMING MEETINGS 


American Association for Thoracic Surgery, Los Angeles, July 5-7. Dr. 
Richard H. Meade Jr., 2116 Pine St., Philadelphia, Secretary. 

American Physiotherapy Association, Denver, June 25-30. Mrs. Eloise T. 
Landis, 2065 Adelbert Road, Cleveland, Secretary. 

American Proctologic Society, Brooklyn, N. Y., June 25-27. 
Rosser, 710 Medical Arts Bldg., Dallas, Texas, Secretary. 

Maine Medical Association, Poland Springs, June 25-27. Dr. 
Carter, 22 Arsenal St., Portland, Secretary. 

Medical Library Association, Newark, N. J., June 27- 29. 
2 East 103d St., New York, Secretary. 

Montana, Medical. Association of, Butte, June 28-30. Dr. 
Hawkins, 50 North Main St., Helena, Secretary. 

National Tuberculosis Association, Boston, June 26-29. Dr. Charles J. 
Hatfield, 50 West 50th Street, New York, Secretary. 

Pacific Coast Oto-Ophthalmological Society, San Francisco, June 19-22. 
Dr. C. Allen Dickey, 450 Sutter St., San Francisco, Secretary. 

Pacific Northwest Medical Association, Spokane, Wash., June 26-29. Dr. 
+4 Countryman, 407 Riverside Avenue, Spokane, Wash., Secretary. 


Dr. Curtice 
Miss Janet Doe, 


Thomas L. 


West Virginia State Medical Association, White Sulphur Springs, July 
10.1 


r. Joe W. Savage, Public Library Bldg., Charleston, Executive 
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AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1929 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by 
stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Asso- 
ciation are not available for lending but may be supplied on purchase 
order. Reprints as a rule are the property of authors and can be 
obtained for permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


Alabama State Medical Assn. Journal, Montgomery 

8: 345-368 (April) 1939 

Nitrous Oxide and Oxygen in Home Obstetrics. 
345. 


G. H. Teasley, Athens, 


Sulfanilamide in Medicine. R. O. Russell, Birmingham.—p. 348. 

Preoperative Diagnosis of Gallbladder Disease Through Laboratory 
Analysis and Fluoroscopic Examination of Gallbladder ma Duodenum, 
W. M. Bland, Tuscaloosa.—p. 350. 

Primary Lymphosarcoma of Intestine: 
Lafferty, Montgomery.—p. 353 


American Journal of Clinical Pathology, Baltimore 
9: 121-256 (March) 1939 

Concerning the Method Proposed for Reporting the Serologic Reactions 
for Syphilis as Positive, Doubtful and Negative. J. A. Kolmer, Phila- 
delphia.—p. 121. 

Occurrence of Nonspecific Substance in Guinea Pig Serum Fixed by 
Antigen in the Wassermann Test. A. S. Giordano and Bonita Carl- 
son, South Bend, Ind.—p. 130. 

Guinea Pig Serum in Relation to Prezone and Nonspecific Wassermann 
Reactions. J. A. Kolmer, with technical assistance of Elsa R. Lynch, 
Philadelphia.—p. 136. 

*Laughlen Test for Syphilis: Comparison with 1,000 Kline, 1, vo Kolmer 
and 100 Kahn Tests. Regena C. Beck, Richmond, Va.—p. 

*Reliable, Sensitive, Simple and Rapid Slide Flocculation eae for 
Syphilis. L. Y. Mazzini, Indianapolis.—p. 163. 

Sedimentation Rate and Leukemoid Reaction in Metastatic Tumors of 
Bone. D. H. Kaump, Temple, Texas; F. J. Heck and E. G. Bannick, 
Seattle.—p. 176. 

Myeloid Pattern in Pernicious Anemia. 
and J. W. Wolter, Detroit.—p. 189. 

Diagnosis of Trichinosis by Digestion Method: Additional Aid to Diag- 
nosis. F, ueen, Denver.—p. 2 

*Spirochetal Jaundice in Buffalo, N. Y.: Report of Fatal Case in Fish 
Merchant. N. W. Elton, Buffalo.—p. 219 

Serum Phosphatase in Differential Diagnosis of Obstructive Jaundice. 
A. S. Giordano, Agatha Wilhelm and Mildred C. Prestrud, South 
Bend, Ind.—p. 226. 

Torula Meningitis in Child. 
Orleans.—p. 236. 

General Hospital Laboratory Costs, 
p. 239. 


Report of Four Cases. C. R. 


E. A. Sharp, E. M. Schleicher 


R. D’Aunoy and C. R. Lafferty, New 


W. P. Stowe, San Francisco.— 


Laughlen Test for Syphilis.—Beck states that the Laugh- 
len test for syphilis is less time consuming than other floccula- 
tion tests and the results are easier to read (not interpret). It 
is of value in following the response of serums of patients under 
treatment, for testing donors for emergency transfusions and 
for preoperative cases. The test requires as much experience 
and skill in its performance and interpretation as other floccula- 
tion tests and should be performed under the supervision of an 
experienced serologist. In comparing the Laughlen test with 
1,000 Kline tests, 1,100 Kolmer-Wassermann tests and 100 Kahn 
tests, the Laughlen test was shown to be just as specific and a 
little more sensitive than the other tests. The test is suitable 
as a routine test; the positive and doubtful results should be 
checked by another reliable test. The Laughlen test has not 
yet been shown applicable to the testing of spinal fluids. 

Flocculation Test for Syphilis——Mazzini describes a 
modification of the slide flocculation test for syphilis, in which 
a beef heart and egg yolk extract are used. The use of lipoids 
from egg yolk, although weakly antigenic by themselves, permit 
the employment of minimal quantities of beef heart lipoids with- 
out endangering the specificity of the results. The hydrogen 
ion concentration of the suspension plays an important part in 
the sensitivity of the test, for just as maximal sensitivity of the 
antigen is obtained at a certain concentration of lipoids, so 
maximal flocculation is obtained at a definite pu and salt con- 
centration. The antigen suspension can readily be adjusted to 
different degrees of sensitivity and is easily controlled. Fluctua- 
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tion in the sensitivity of every new lot of antigen is eliminated 
by means of titration. Daily fluctuation in the sensitivity of the 
antigen suspension is largely eliminated by the use of a buffered 
saline solution having a constant pu (from 6.3 to 6.4). The 
test requires a small amount (0.05 cc.) of serum. 

Spirochetal Jaundice.—Elton cites the eighth fatality from 
Weil’s disease reported in the United States. The case is a 
proved instance of the disease occurring in the Great Lakes 
port of Buffalo. The disease ran its course in ten days and 
was recognized clinically by its sudden onset with chills, anuria, 
generalized muscular pains (especially of the abdominal wall), 
jaundice, fever, prostration, vomiting, cough and hemorrhagic 
manifestations. The hepatorenal syndrome was established by 
marked azotemia and ascending jaundice of great intensity, by 
the typical death of a guinea pig thirteen days after subcutaneous 
inoculation in the groin with urine obtained from the patient 
on the sixth day of illness and the typical death of a second 
guinea pig ten days after inoculation with the urine of the first 
guinea pig, obtained at necropsy on that animal. Levaditi stains 
demonstrated classic spirochetes in enormous numbers in the 
livers of both animals, as well as in the kidneys. 


American J. Digestive Diseases, Huntington, Ind. 
6: 1-72 (March) 1939 

Gastroscopy in Europe. C. W. Wirts Jr., Philadelphia.—p. 1. 

Application of Gastroscopy. H. R. Liebowitz, Brooklyn.—p. 2. 

*Relation of Sex Hormones to Peptic Ulcer. D. J. Sandweiss, H. C. 
Saltzstein and A. A. Farbman, Detroit.—p. 6. 

*Pectin as Prophylactic and Curative Agent for Peptic Ulcers Produced 
Experimentally with Cinchophen. M. Winters, G. A. Peters and 
Grace Washburn Crook, Indianapolis.—p. 12. 

Gross Hemorrhage as Complication of Peptic Ulcer. 
H. H. Lerner, New York.—p. 15. 

History and Development of Gastric Analysis Procedure (Third Instal- 
ment). F, Hollander and A. Penner, New York.—p. 22. 

Multiple Intestinal Carcinomas, Appearing Simultaneously. H. I. Silvers, 
Atlantic City, N. J.—p. 25. 

Critical Appraisal of Newer Amebicides and Results of Treatment of 
Amebiasis with (Diodoquin). H. G. Hummel, 
Little Rock, Ark.—p. 

Right- Aortic N. Metzger and H. Ostrum, Philadelphia. 

Two Psat oR Involving the Same Stomach with an Eleven-Year 
Interval Between Them. R. B. Phillips and A. B. Rivers, Rochester, 
Minn.—p. 37. 

Study of a New Spasmolytic Drug: Diph 
Hydrochloride (Trasentin). H. Necheles, F. Neuwelt, N. Steiner and 
W. G. Motel, Chicago.—p. 39. 

Decompression of Small Bowel in Intestinal Obstruction. 
and C. G. Johnston, Detroit.—p. 46. 

Relation of Sex Hormones to Peptic Ulcer.—Sandweiss 
and his collaborators found that pregnancy has a beneficial effect 
on the symptoms of peptic ulcer. Records of 70,310 consecutive 
hospital admissions during pregnancy showed only one case of 
ulcer. A high incidence (46 per cent) of endocrinopathies 
(pituitary-gonad-thyroid mechanism) was found in thirty women 
with ulcer. The symptoms of peptic ulcer are aggravated dur- 
ing the menopause. Thirty of forty Mann-Williamson dogs 
injected daily with gonadotropic substance were benefited. 
Eighteen patients with active symptoms of proved peptic ulcer 
were treated with daily injections of from 2 to 5 cc. of the 
gonadotropic substance for fourteen consecutive days. Though 
78 per cent of the patients were benefited, it is the authors’ 
impression that in the dosage used the substance produced no 
greater beneficial effect than other parenteral products. Daily 
subcutaneous doses of from 2 to 5 cc. of the substance had no 
effect on the free and total acid secretion either in the human 
being or in the dog. Preliminary observations on twenty Mann- 
Williamson dogs indicate that urine from normal individuals 
contains a “protective factor” against Mann-Williamson ulcers 
and that this “protective factor” is definitely absent from the 
urine of patients having peptic ulcer. 

Pectin for Peptic Ulcers.—Winters and his co-workers 
treated four dogs with cinchophen and nine with cinchophen 
and pectin. Those treated only with cinchophen showed a 
100 per cent incidence of ulcer, while those given both the 
cinchophen and pectin showed an incidence of only 11.1 per cent. 
In general all animals receiving the pectin were in excellent 
condition while the other four showed intermittent bloody diar- 
rhea, anorexia and nausea. Two control dogs, definitely proved 
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by operation to have ulcers, were treated postoperatively with 
cinchophen and pectin. On the twenty-first and twenty-fifth 
postoperative days, postmortem examination of these dogs 
showed well healed ulcers. 


American Journal of Medical Jurisprudence, Boston 
2: 161-202 (March-April) 1939 

Mental Abnormality in Relation to Crime. P. A. Draper, Colorado 
Springs, Colo.—p. 161. 

Convulsive Seizures of Petit Mal Type as Sequela of Epidemic Encepha- 
litis. C. D. Camp, Ann Arbor, Mich.—p. 166. 

Effects of Gunshot Wounds on Human Tissues. 
Boston.—p. 168. 

Malingering. J. R. Garner, Atlanta, Ga.—p. 173. 

Crime and Justice. S. Glueck, Boston.—p. 178. 


C. P. Van Amburgh, 


American Journal of Medical Sciences, Philadelphia 
197: 437-592 (April) 1939 

Influence of Acid and Alkaline Salts on Blood in Hypochromic Anemia 
Treated by Iron Parenterally. F. J. Pohle and C. W. Heath, Boston. 
—p. 437. 

*Preserved Citrated Blood “Banks” in Relation to Transfusion in Treat- 
ment of Disease, with Special Reference to Immunologic Aspects. 
J. A. Kolmer, Philadelphia.—p. 442. 

Sulfanilamide Therapy in Gonorrhea: Review of Literature and Report 
of 298 Cases. C. Ferguson, M. Buchholtz and R. Y. Gromet, Staten 
Island, N. Y¥.—p. 452. 

Search for More Effective Morphine-like Alkaloids. N. 
Arbor, Mich.—p. 464. 

Massive Dose Arsenotherapy of Syphilis by Intravenous Drip Method: 
Five Year Observations. yman, L. Chargin and W. Leifer, 
New York.—)»p. 480. 

Four Physiotherapeutic Devices for Treatment of Peripheral Vascular 
Disorders. H. Montgomery and I. Starr, Philadelphia.—p. 485. 

Diagnosis of Tularemia. W. F. Friedewald and G. A. Hunt, St. Louis. 

—p. 493. 


B. Eddy, Ann 


Spontaneous Interstitial anphysema ot Lungs. J. McGuire and W. B. 
Bean, Cincinnati.—p. 502 

Incidence of Various Types of Gastric Disease as Revealed by Gastro- 
scopic Study. R. Schindler, Chicago.—p. 

Review of a Five Year Tuberculosis Program Among Univeraty of Wis- 
consin Students. R. H. Stiehm, Madison, Wis.—p. 

*Studies in Diabetes Mellitus: VII. Nondiabetic head A Marble, 
E. P. Joslin, Boston; L. I. Dublin and H. H. Marks, New York.— 
p. 533. 

Why Diabetics Discontinue Protamine Insulin. 
—p. 557. 


Preserved Blood and Immunologic Aspects.—Kolmer 


R. Wilder Jr., Boston. 


states that, while sodium citrate is slightly anticomplementary, 


the complement of citrated (0.35 per cent) human blood kept 
at from 4 to 6 C. was well preserved up to twenty-one days. 
The same has been found true of undiluted citrated guinea pig 
complement kept at from 2 to 4 C. The bactericidal activity 
of normal citrated human blood for Staphylococcus aureus, beta 
hemolytic streptococcus and Bacillus coli decreased after from 
seven to twenty-one days of preservation. The phagocytic 
activity of the neutrophils of preserved citrated human blood 
was definitely reduced for Staphylococcus aureus, beta hemolytic 
streptococcus and Bacillus coli within seventy-two hours after 
collection of blood, becoming markedly so on or about the fifth 
day, followed by almost total absence of phagocytic activity on 
and after the seventh day of preservation. This may have been 
due to the deterioration of normal opsonins but was mostly due 
to autolytic and degenerative changes in the leukocytes. The 
erythrocytes of preserved citrated human blood showed evidences 
of swelling and dehemoglobinization as early as forty-eight 
hours after collection with progressive degenerative changes up 
to fourteen days, when at least 30 per cent were shadows, 
swollen and fragile. The neutrophils of preserved citrated 
human blood showed evidences of disintegration with reduction 
in numbers as early as twenty-four hours after collection, with 
progressive disintegrative and autolytic changes. The platelets 
of preserved citrated human blood showed distinct clumping 
immediately, and there was evidence of deterioration twenty-four 
hours after collection. They became scarce at the end of forty- 
eight hours, and only blue chromatin masses remained after five 
days. The author believes that citrated human blood preserved 
at from 4 to 6 C. may be useful in the treatment of acute hemor- 
rhage and shock for the purpose of restoration of volume but is 
inadvisable for the treatment of the anemias, the blood dyscrasias 
or infections and certainly should not be employed for these pur- 
poses after it has been preserved from two to three days. 
Nondiabetic Glycosuria.—Of{ 2,005 patients that Marble 
and his colleagues saw from 1900 to 1935 who at first observa- 
tion were thought to have nondiabetic glycosuria they traced all 
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but 1.5 per cent as of May 1, 1937. The condition of the patients 
was ascertained at the time of tracing. After certain exclusions 
1,946 remained on whom this study was based, of which 1,142 
are men and 804 women. Of these 1,636 were living and 310 
had died. In 193 cases (9.9 per cent of the total) true diabetes 
has developed. In most instances the diabetes was mild. Factors 
favoring diabetes were, in approximately the order named, 
advancing age, overweight, high blood sugar values and in the 
younger patients a family history of diabetes. The percentage 
becoming diabetic rose with increasing duration since the initial 
observation. It was higher in Jewish than in gentile patients. 
Among the 310 fatal cases 262 deaths were of patients whose 
glycosuria remained benign, but a significant proportion of these 
deaths occurred within a year of the first visit. Both among 
those becoming diabetic and among those remaining nondiabetic 
the incidence of deaths from cardiovascular and renal diseases 
was particularly high. The incidence of cancer as a cause of 
death was five times as high in the nondiabetic as in the diabetic 
group. There was no death from diabetic coma. Glycosuria, 
apart from diabetes, may be an accompaniment and a warning 
sign of degenerative disease and thus be of unfavorable diag- 
nostic import. In the absence of complications, nondiabetic 
glycosuria seems to exert little or no adverse influence on the 
life span. 


American J. Obstetrics and Gynecology, St. Louis 
37: 545-728 (April) 1939. Partial Index 

Studies on the Endometrium in Association with the Normal Menstrual 
Cycle, with Ovarian Dysfunctions and Cancer of the Uterus. W. E. 
Herrell, Rochester, Minn.—p. 

*Behavior of Basal Metabolism in Course of Developing Toxemia of 
Pregnancy: Correlation with Cholesterol, Placental Infarcts and 
Retinal Examination: Study of Sixty-Two Consecutive Adolescent 
Colored Primigravidas. E. D. Colvin and R. A. Bartholomew, Atlanta, 
Ga.—p. 584. 

Syndromes Referable to Failure of Ovulation, with Special 
Reference to Certain Cases of Sterility and Functional Bleeding. E. 
Novak, Baltimore.—p. 605. 
*Increased Incidence of Fetal Abnormalities in Cases of Placenta Praevia. 

J. P. Greenhill, Chicago.—p. 624. 

Prevention and Treatment of Postoperative Thrombophlebitis, 
Barker and V. S. Counseller, Rochester, Minn.—p. 644. 
*Relation of Ureteral Pain to Menstruation. N. P. Sears, Syracuse, 

N. Y.—p. 685. 

Benign Tumors of Cervical Stump aoe Supravaginal Hysterectomy. 
M. N. Hyams, New York.-—p. 6 

Effect of Estrogenic Hormone on iain Ion Concentration and Bac- 
terial Content of Human Vagina, with Special Reference to the 
Déderlein Bacillus. L. Weinstein and J. H. Howard, New Haven, 
Conn.—p. 698. 

Brenner Tumors of the Ovary: 
New Cases with Brief Review of Literature. 
W. C. MacCarty, Rochester, Minn.—p. 703. 

Use of Testosterone Propionate in Treatment of Dysmenorrhea, 
Rubinstein and A. R. Abarbanel, Baltimore.—p. 709. 

Basal Metabolism and Toxemias of Pregnancy.—Colvin 
and Bartholomew state that for a long time in the antepartum 
clinic and lying-in ward of the colored division of Grady Memo- 
rial Hospital it has been a recognized fact that an unusually 
high percentage of the cases of toxemia of pregnancy occur 
among primigravidas not more than 18 years of age. Bearing 
this fact in mind, it seemed to them that the hidden factors in 
toxemia are more concerned with the age of the patient than 
with the question of parity and that if the primigravida is more 
prone to develop toxemia it is due to the fact that she is 
usually young rather than that she is carrying her first child. 
Therefore they made a study of sixty-two Negro adolescent 
primigravidas, twenty-four of whom became toxic; that is, 
nine showed mild to moderate toxemia, eleven preeclampsia, 
three eclampsia and one abruptio placentae. For the purpose 
of comparison, 100 consecutive primigravidas from 25 to 30 
years of age, from the authors’ private cases, were studied. 
Toxemia developed in twenty-one. There were no cases of 
eclampsia or abruptio placentae in this group. It was found 
that adolescent gravidas with basal metabolic rates of plus 10 
or more show little or no elevation of blood cholesterol and 
apparently are not so liable to toxemia and those with basal 
metabolic rates below plus 10 show hypercholesteremia and are 
increasingly subject to toxemia as the basai metabolic rate 
decreases. The high incidence of toxemia of pregnancy in 
patients whose basal metabolic rates are within a range com- 
monly accepted as normal and who show only moderate hyper- 
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cholesteremia emphasizes the importance of the trauma of fetal 
movements as the probable predisposing cause of cholesterol 
vascular change and the exciting cause of thrombosis in the 
placental arteries. During the course of developing toxemia 
there occurs a sharp rise in the basal metabolic rate, associated 
with a drop in the blood cholesterol. During the puerperium 
of toxic patients the basal metabolic rate falls to or below its 
former low level and the whole blood cholesterol rises to or 
above its former high level. Spasms and constrictions of the 
retinal vessels are consistently found in all cases of severe 
toxemia and parallel the severity of toxemia and rise in blood 
pressure. The high content of arginine in placental 4fSsue is 
the probable source of hyperguanidinemia in toxemia of preg- 
nancy, through autolysis of acute placental infarcts. Hyper- 
guanidinemia is the probable explanation of vascular spasms 
and the clinical and pathologic evidences of toxemia of preg- 
nancy. The possibility of preventing cholesterol vascular change 
in the placental arteries by adequate doses of thyroid extract 
during pregnancy and the restriction of cholesterol-containing 
foods seems to be the most effective way of preventing toxemia 
of pregnancy. 

Failure of Ovulation.—Novak calls attention to the fact 
that failure of ovulation occurs in ostensibly normal women and 
that it is the responsible factor in some cases of sterility and 
is the most frequent cause of functional bleeding. There is 
after all much analogy between the two sexes. Complete 
aspermia is not at all infrequent in men who otherwise seem 
quite normal, in whom there is no history of gonorrhea, mumps 
or other infections and in whom the genito-urinary specialist 
finds no evidence of infection of the prostate or seminal vesicles. 
The author states that the same statement can be made as to 
necrospermia, which likewise is a frequent observation. That 


anovulatory cases and cases of defective ova which lead to early * 


and perhaps repeated abortion are of endocrine causation, prob- 
ably of pituitary source, seems certain. It is important to 
recognize these abnormalities of ovulation, even though further 
developments must be waited for before they can be treated 
with any hope of consistent success. Functional bleeding like- 
wise implies a primarily pituitary dysfunction. A promising 
field of investigation in the effort to find a means of promoting 
ovulation in nonovulating women is the study of the effects on 
the ovaries of ovulating and nonovulating women of the gonado- 
tropic principles found in the blood serum of pregnant mares. 

Fetal Abnormalities and Placenta Praevia.—Greenhill 
shows that fetal monsters and deformities occur more frequently 
in cases of placenta praevia than otherwise. Evidence is pre- 
sented showing the great part played by environment in the 
etiology of monsters. Clinical data to support this are obtained 
from the high incidence of malformed embryos and twins in 
cases of tubal pregnancy in which the decidual reaction is only 
slightly developed. The decidual reaction in the isthmus of the 
uterus is poorly developed and this plays a part in the causation 
of abnormal fetuses in cases of placenta praevia. The incidence 
of fetal monsters and deformities for 4,446 cases of placenta 
praevia (representing approximately 4 million obstetric cases) 
was 2.5 per cent as contrasted with 0.94 per cent for all obstetric 
cases. In approximately half of the abnormal fetuses associated 
with placenta praevia the deformity consisted of defects which 
can easily be recognized roentgenologically. Therefore roent- 
genograms should be taken in every case of placenta praevia. 
The detection of fetal monsters will usually lead to conservative 
treatment, although cesarean section will have to be employed in 
some cases in spite of the fetal abnormality. 

Ureteral Pain and Menstruation.—Sears cites the records 
of fourteen patients whose chief complaint was painful menstrua- 
tion. The pain differed from that of typical dysmenorrhea in 
that it occurred in the side and radiated along the course of the 
ureter. Dilation of the ureter of eleven patients resulted in 
relief, indicating that the pain did originate in that organ. In 
three women the symptoms, although seemingly related to the 
ureter, failed to be influenced by dilation. One of these was 
partially benefited by denervation. This patient also presented 
some evidence that allergy may play a part in her distress. 
One patient has obtained at least temporary relief from presacral 
neurectomy. 
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American Journal of Ophthalmology, St. Louis 
22: 357-476 (April) 1939 
Lectures on Motor Anomalies: VIII. Paralysis of Individual Eye 


Muscles: Abducens Nerve Paralysis. A. Bielschowsky, Hanover, 
N. H.—p. 357. 


American Ophthalmology Grows Up: Turbulent Years from 1908 to 
1915. S. J. Beach, Portland, Maine.—p. 367. 

Contribution to Theory and Practice of Tonometry: II. Analysis of 
Work of Professor S. Kalfa with the Applanation Tonometer. S. 
Friedenwald, Baltimore.—p. 375 

Subjective Study of Visual Aberrs itions. 

Erythema Nodosum with Nodules in es 
Greene and M. W. Perry, Washington, D. C.— 

Shall We Use Cycloplegics? W. H. Crisp, Denve lle "392. 

Glareless Illuminated Holder for Visual Acuity Test Charts with Variable 
Intensity of Light. C. E. Ferree and G. Rand, Baltimore.—p. 399. 

Practical Measurement of Accommodation and Convergence. H. 
Martin, Milwaukee.—p. 

Reaction and Buffer Activity of Normal Ox Lenses. 
City.—p. 413. 

Dislodging Force Utilized in ted Cataract Extraction, 
Dimitry, New Orleans.—p. 


E. Jackson, Denver.—p. 384. 
Report. L. S. 


P. W. Salit, Iowa 
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American Journal of Physiology, Baltimore 
125: 625-812 (April) 1939. Partial Index 

Renal Function in Experimental Adrenal a H. E. Harrison 
and D. C. Darrow, New Haven, Conn.— 31. 

Passage of Sorbitol from Blood into Aawewes Humor and Cerebrospinal 
Fluid. L. Rosner and J. Bellows, Chicago.—p. 652. 

Hydrogen Ion Concentration of Cerebral Cortex and Arterial Blood 
Under Insulin. C. Marshall, W. S. McCulloch and L, F. Nims, New 
Haven, Conn.—p. 680. 

*Inhibition of Blood Clotting: Unidentified Substance Which Acts in 
Conjunction with Heparin to Prevent Conversion of Prothrombin into 
Thrombin. K. M. Brinkhous, H. P. Smith, E. D. Warner and W. H. 
Seegers, lowa City.—p. 683. 

Effect of Chemicals on Cochlear Potentials. 
—p. 688. 

Adrenalin and Metabolism of Peripheral Tissues. 
Griffith Jr., Buffalo.—p. 699. 

Absorption of Protein Split Products from Chronic Isolated Colon Loops. 
J. E. Rhoads, A. Stengel Jr., Cecilia Riegel, F. A. Cajori and W. D. 
Frazier, Philadelphia.—p. 707. 

Hydrogen Ion Concentration Changes in Ischemic Human Muscle After 
Voluntary Contraction. G. L. Maison and A. C. Forster, St. Louis. 
—p. 735. 

Hyperparathyroidism Produced by Diet. 
Sprinson, New York.—p. 741. 


Inhibition of Blood Clotting.—Brinkhous and his col- 
leagues show that the inhibition of thrombin formation by 
heparin requires the presence of a plasma factor not previously 
recognized. This factor alone is not effective as an “anti- 
prothrombin,” and heparin alone appears to have absolutely no 
effect in this regard. The two in conjunction, however, are 
highly effective in preventing the formation of thrombin. The 
new factor has not been identified, and the authors state that it 
is abundantly present in plasma and in serum. It is apparently 
not diffusible, for it is to be found in serum which has been 
dialyzed against physiologic solution of sodium chloride. 


E. M. Walzl, Baltimore. 


L. Cammer and F. R. 


E. J. Baumann and D. B. 


American Journal of Tropical Medicine, Baltimore 
19: 97-206 (March) 1939. Partial Index 
Spotted Fever in Brazil: Summary. E. Dias and A. V. 
Minas Geraes, Brazil.—p. 103. 

*Endemic Typhus Fever in Texas: 
son with Forms of Typhus Seen Elsewhere. 
Texas.—p. 109. 

Consecutive Inoculations with Plasmodium Vivax and Plasmodium Falci- 
parum, M. F. Boyd, S. F. Kitchen and C. B. Matthews, Tallahassee, 
Fla.—p. 141. 

Experimental Amebiasis in Rats with Cysts of Human Carriers, with 
Especial Reference to Probable Mechanism Involved. H. Tsuchiya, 
St. Louis.—p. 151. 

Occurrence of Monilia in Normal Stools, 
N. C.—p. 163. 

Diagnosis of Trichinosis. J. B. McNaught, San Francisco.—p. 181. 

Coccidioidin Skin Test. J. F. Kessel, Los Angeles.—p. 199. 


Martins, 


Epidemiologic and Clinical Compari- 
H. A. Kemp, Dallas, 


T. G. Schnoor, Durham, 


Endemic Typhus in Texas.—Kemp points out that endemic 
typhus in Texas shows few differences from the same disease 
in other Southern states. It is characterized by its duration of 
fourteen days, its freedom from complications and sequelae ard 
its low mortality rate. It appears to spare infancy, childhood 
and old age. The majority of the cases occur among workers 
of the middle class, particularly in males. It appears to be 
concerned with occupation in that a great majority of the cases 
occur in persons employed in shops, grocery stores, grain depots 
and warehouses in which rat infestation is quite high. At the 
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same time a considerable number of cases occur among members 
of the lower social strata whose homes and places of employ- 
ment show the same degree of rat infestation. Endemic typhus 
in Texas seems to be almost identical with the clinical mani- 
festations of tropical (Malayan) typhus. At the same time 
certain distinctions obtain: difference in vector and failure of 
the serum in Texas cases to agglutinate the anindologenic strain 
of Proteus. In addition to this the disease in the American 
Southwest appears to show certain definite clinical and epidemio- 
logic differences from Brill’s disease, however similar the two 
are immunologically. 


American Review of Tuberculosis, New York 
39: 419-556 (April) 1939 

Industrial Dusts and the Mortality gr eee Disease. A. J. 
Lanza and R. J. Vane, New York.—p. 

*Tuberculous Lesions in Male Industrial Wockere: Their Incidence and 
Significance as Disclosed by Stereoscopic Chest Roentgenograms, 
“y E. Cummings, R. N. Downs and M. Berg, Saranac Lake, N. Y.— 

. 439. 

Control in Industry. 
p. 456. 

Surgical Treatment of Tumors of Lung and Mediastinum. F. S. Dolley 
and J. C. Jones, Los Angeles.—p. 479. 

*Blastomycosis (American Blastomycosis, Gilchrist’s Disease): II. Report 
of Thirteen New Cases. D. S. Martin and D. T. Smith, Durham, 
N. C.—p. 488. 

Roentgenologic Anatomy of the Chest: II. Bronchial Distribution. C, B. 
Peirce, Montreal, and B. W. Stocking, Jackson, Mich.—p. 516 

Preumoperitoneum in Treatment of Pulmonary Tuberculosis: Local 
Effects on the Peritoneum. H. G. Trimble, J. L. Eaton and Gertrude 
Moore, Oakland, Calif.—p. 528. 

Accidental Pneumoperitoneum: Report of Eight Cases. 
Rio Piedras, Puerto Rico.—p. 537. 

Cultural Methods in Diagnosis of Tuberculosis: Comparison of Four 
Types of Mediums with Animal Inoculation in Detection and Isolation 
of Tubercle Bacillus in Clinical Practice. H. G. Whitehead, with 
technical assistance of Harriet Hicok, Baltimore.—p. 540. 
Tuberculous Lesions in Industrial Workers.—Cummings 

and his associates state that the Field Division of the Saranac 
Laboratory has determined the incidence of tuberculous lesions 
recognizable in good stereoscopic roentgenograms of the chests 
of large groups of workmen engaged in several industries located 
in various parts of the United States. A preliminary analysis 
of these groups disclosed that, of 4,012 white male workmen 
in whose roentgenograms evidence of an occupational exposure 
to dust could not be found, 4.76 per cent had tuberculous lesions. 
The x-ray observations of 5,000 steel mill workers were analyzed 
and compared with 5,000 male miners. The crude incidence 
rate of 5.24 per cent of the steel mill workers compared favor- 
ably with that for “normals.” The incidence of tuberculous 
lesions increases with age, rising among steel mill workers 
from about 1 per cent in those less than 20 years of age to 
12.5 per cent for those from 65 to 74 years of age. The rise in 
incidence with age is due to the development of new infections 
at all ages rather than to the survival of groups whose incidence 
was considerably higher in former years. The ratio of the 
incidence of tuberculous lesions to mortality from pulmonary 
tuberculosis has been found fairly constant at most age groups 
for white male steel mill workers. This ratio indicates that one 
death occurs for each eighty cases with recognizable lesions. 
Among miners the incidence of tuberculous lesions has been 
shown to increase as the degree of reaction to dust progresses. 
Age has exerted an influence on the incidence of lesions in 
presilicotic miners but its effect has been overshadowed in the 
presence of true silicosis when the incidence rates have risen to 
astonishing levels. Tuberculosis with silicosis is an occupational 
disease in seven out of eight miners less than 35 years of age 
but in only half of the miners more than 65 years of age. 


Blastomycosis.— Martin and Smith report thirteen cases of 
American blastomycosis (Gilchrist’s disease). Cases 1, 2 and 3 
illustrate the clinical picture of the terminal stages of systemic 
blastomycosis in which no type of therapy is effective. Cases 4, 
5 and 6 show the rapid spread of the disease during treatment 
with iodides. Patient 4 had a chronic pulmonary infection, 
presumably blastomycotic, for five years before admission. He 
improved slightly during the first three weeks in the hospital, 
but, after the diagnosis of blastomycosis was established and 
iodide therapy was instituted, the disease spread rapidly and the 
patient died within four weeks. In case 5 the administration of 
iodides did not prevent the development of subcutaneous abscesses. 
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In case 6 new foci in the lungs and additional lesions in the 
bones developed while iodides were being administered. Cases 
7, 8 and 9 illustrate the manifestations in patients who, when 
first seen, were in good physical condition and should have 
responded to therapy. Patient 7, although infected for six years, 
had not become hypersensitive to the fungus and no antibodies 
developed. Patient 8 improved rapidly with iodide therapy in 
the hospital and continued to improve for six months after dis- 
charge, at which time he was apparently well and iodide therapy 
was discontinued. After remaining in good health for a year, 
the patient had a relapse and died. Patient 9 was inadequately 
treated with iodides and, although he had a slowly progressive 
disease for four years, he did not become hypersensitive and 
no autibodies developed. Patients 10, 11 and 12 improved satis- 
factorily with the combination of iodide and vaccine therapy. 
Patient 10 is of special interest in that she is the only surviving 
patient who had a high titer of serum antibodies. She was 
moderately allergic and, after desensitization by vaccine treat- 
ment, responded well to iodides. She is in good health four 
years after the onset. A high degree of allergy without serum 
antibodies existed in case 11. Injection of desensitizing doses of 
vaccine followed by iodide therapy resulted in rapid healing of 
the lesions. The failure to develop serum antibodies after vac- 
cine therapy is offered as evidence that the beneficial effect of 
the vaccine did not result from active immunization. The harm- 
ful effect of iodides on the cutaneous lesions of a markedly 
allergic patient are shown by case 12. Fever, loss of weight 
and extensive spread of the lesions occurred after iodide admin- 
istration and improvement resulted only after the iodides were 
stopped and vaccine therapy was instituted. Partial desensitiza- 
tion was accomplished in case 13 by the intravenous injection 
of the carbohydrate fractions of the fungus. 


Annals of Medical History, New York 
1: 105-202 (March) 1939 

Athanasius Kircher. R. H. Major, Kansas City, Mo.—p. 105. 

Murder by Disease. L. Tushnet, Irvington, N. J.—p. 1 

Early Medical Schools: The Cult of Aesculapius and the —_ of 
Hippocratic Medicine. G,. E. Gask, London, England.—p. 128 

Chiron - His Pupil Asclepius. J. D. Gilruth, Edinburgh, Scotland, 

Francis Peyre Porcher, M.D. (1824-1895). 
ton, S. C.—p. 177. 

Carlos Finlay. E. G. Givhan Jr., Birmingham, Ala.—p. 189. 

A Letter from Dr. Williams Smibert of Boston to His Former Fellow 
Student at Edinburgh, Dr. John Morgan, of Philadelphia, Written 
Feb. 14, 1769. W. B. McDaniel 2d, Philadelphia.—p. 194, 


Annals of Surgery, Philadelphia 
109: 481-640 (April) 1939 

Segmental Pneumonectomy in Bronchiectasis: The Lingula Segment of 
the Left Upper Lobe. E. D. Churchill, Boston, and R. Belsey, London, 
England.—p. 481. 

Grading and Prognosis of Carcinoma of Colon and Rectum. 
Grinnell, New York.—-p. 500. 

oe Tumors of Salivary Glands. 

534. 

Mixed Tumors of Sublingual Gland. M. K. Smith, New York.—p. 551. 

Esophagogastrostomy for Carcinoma of the Esophagus. J. V. Bohrer, 
New York.—p. 555. 

Duodenal Stasis: Clinical and rae Observations. 
heimer, Beirut, Lebanon, Syria.—p. 564 

*Morbidity Following Cholecystectomy. 
Philadelphia.—p. 580. 

*Prothrombin Deficiency and Effects of Vitamin K in one Jaundice 
and Biliary Fistula. J. D. Stewart, Boston.—p. 

Acute Hematuogenous Osteomyelitis of Long Bones: Clinical Review of 
160 Cases. H. P. Brown Jr., Philadelphia.—p. 596. 

Cystic Disease of the Spleen. B. Sherwin, C. R. Brown and A. F. 
Liber, New York.——p. 615. 

Rhabdomyosarcoma of the 
and J. K. Calvin, Chicago.—p. 

Further Observations on of Tendon Sheath. 
Ragins and F. L, Shively Jr., Chicago..—p. 632. 


Morbidity Following Cholecystectomy.—In a follow-up 
study of 264 cases from one to four years after cholecystectomy 
for cholecystitis, Eliason and North found that only 6 per cent 
(sixteen) were not relieved of the symptoms for which opera- 
tion was designed. In four relief was delayed, and in others 
extraneous factors developed after operation which were attrib- 
uted, incorrectly by the patient, to the gallbladder. The 6 per 
cent who continued with many of the same symptoms after 
removal of their gallbladders fall into two equal groups. In 
eight, no gross evidence of gallbladder disease was evident at 
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the time of operation, and cholecystectomy could not be expected 
to give relief. In the other eight the surgeon found a diseased 
gallbladder, and usually gallstones, yet the patient was not 
helped by cholecystectomy. In the latter group the chief source 
of the patient’s complaints was extrabiliary and the finding of 
a biliary lesion was purely incidental. A certain number of 
these diagnostic errors were inevitable, despite thorough pre- 
operative study of the cases. In others the errors might have 
been avoided by attaching due significance to symptoms which 
were regarded simply as atypical, by more careful attention to 
the patients’ own description of their symptoms, and by a recog- 
nition of the fact that, even when gallstones are actually present, 
it may not be fair to attribute all the patients’ digestive symp- 
toms to them, since many gallstones are “silent” ones. 


Prothrombin Deficiency and Vitamin K.—Stewart used 
vitamin K in the treatment of twelve patients suffering from 
obstructive jaundice and varying degrees of liver damage and 
one with a postoperative external biliary fistula. The amount 
of vitamin K-cholic acid mixture taken varied from 0.8 to 
24.8 Gm. and the duration of treatment from one and a half 
to fourteen weeks. The average increase in plasma prothrombin 
under vitamin K therapy was 32.8 per cent. The frequency 
with which plasma prothrombin is reduced in obstructive jaun- 
dice is striking. The author states that during the course of 
this study only one case has been seen in which obstruction to 
bile flow for more than a week has not been associated with 
plasma prothrombin levels of less than 84 per cent. This 
patient’s appetite had remained remarkably good and the biliary 
obstruction was incomplete. In the preoperative group the 
response to vitamin K-cholic acid has been invariable. It seems 
to be true, however, that the more severe the liver damage the 
less marked is the prothrombin recovery. Little if any corre- 
lation is discernible between the degree of depression of plasma 
prothrombin and the plasma bilirubin level. This is not sur- 
prising, since the excretory function of the liver is only one of 
the factors concerned in the maintenance of plasma prothrombin. 
Also, even when bilirubin is being excreted, bile deficient in 
cholic acid and hence less effective in promoting absorption of 
vitamin K may be formed by the damaged liver. A drop of 
from 20 to 40 per cent in plasma prothrombin concentration 
immediately after operation is to be expected, dependent perhaps 
on such factors as blood loss and dilution of plasma, clotting 
and depression of liver function by anoxemia and anesthesia. 
The fall is transitory, however, if vitamin K-cholic acid feeding 
is resumed at once. A safe preoperative plasma prothrombin 
level, preferably above 75 per cent, is highly desirable. Since 
the prothrombin level may change quickly, the need for frequent 
determinations in the early postoperative period is necessary. 
Blood transfusion is needed to replace lost blood, but vitamin 
K-cholic acid therapy is indicated in order to prevent further 
bleeding. The plasma prothrombin level depends on the func- 
tional capacity of the liver as well as on absorption of vitamin 
K from the intestine. 


Archives of Dermatology and Syphilology, Chicago 
39: 617-792 (April) 1939 

Cutaneous Manifestations of Chronic (Idiopathic) Lipoidosis (Hand- 
Schuller-Christian Disease): Report of Four Cases, Including Autopsy 
Observations. C. W. Lane and Margaret G. Smith, St. Louis.—p. 617. 

Acne Urticata Polycythaemica: Positive Oxidase Reaction in Lesions 
Macroscopically and Microscopically. F. D. Weidman and J. V. 
Klauder, Philadelphia.—p. 645. 
Positive Wassermann Reaction in Spirochetal Infections Other Than 
Syphilis: Report of Case. T. W. Murrell, Richmond, Va.—p. 667. 
The City Hospital: History of Its Dermatologic Division. P. E. Bechet, 
New York.—p. 672. 

*Familial Benign Chronic Pemphigus. 
Atlanta, Ga.—p. 

Glossodynia and the Painful Form of Wandering Rash of the Tongue. 
S. S. Greenbaum, Philadelphia.—p. 686. 

Varioliform Eruption from Sulfanilamide. 
couver, B. C.—p. 693. 

Hemiatrophia Faciei Progressiva, 
cinnati.—p. 696. 


Howard Hailey and Hugh Hailey, 


D. E. H. Cleveland, Van- 


E. B. Tauber and L. Goldman, Cin- 

Familial Benign Chronic Pemphigus.—The Haileys 
describe what they believe to be a heretofore unreported der- 
matologic entity—familial benign chronic pemphigus. They cite 


four cases of the condition in brothers involving two families. 
The individual lesion began as small vesicles, which rapidly 
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became flaccid bullae. Early rupture followed, with formation 
of an amber-colored crust. The peripheral spread was bullous. 
Nikolsky’s sign was present. Possible etiologic factors, such as 
occupation, ingestion of drugs, exposure to sunlight, irritation 
from clothing or from chemicals and the presence of an anatomic 
anomaly, were definitely eliminated. The condition is familial 
and recurs over a long period of years. While simple wet dress- 
ings are palliative, apparently no treatment influences the course 
of the disease. It is benign in that no constitutional signs or 
symptoms accompany it. Varying degrees of itching are present. 
The eyes of one of the patients were affected by the condition. 
After the condition of the eyes cleared up, both corneas and 
conjunctivas were normal, as was the skin in all four patients. 


Archives of Ophthalmology, Chicago 
21: 577-730 (April) 1939 

“Treatment of Trachoma with Sulfanilamide. P. Richards, Albuquerque, 
N. G. Forster, Fort Apache, Ariz., and P. Thygeson, New 
York.—p. 577. 

Effect of Certain Chemical a on Caliber of Retinal Blood Vessels. 
I. Puntenney, Chicago.——p. 58 

Biomicroscopy of Cicatrices jman Iridectomy and the Operation of Elliot 
or o eine. Archangelsky, Tashkent, Soviet Union.—p. 598. 

Alcohol-Tobacco (Toxic) Amblyopia Treated with Thiamin Chloride. 
L. V. Johnson, Cleveland.—p. 602. 

Induced Size Effect: II. Experimental Study of gee with 
Restricted Fusion Stimuli. K. N. Ogle, Hanover, N. H.—p. 604. 

Congenital Type of Endothelial Dystrophy. F. H. Theodore, New York. 
—p. 626 

Additional Research on Vernal Conjunctivitis. 
Philadelphia.—p. 639. 

Aids in the Fitting of Contact Lenses. 

Louis Emile Javal 1839-1907: Centenary Tribute. 
Chicago.—p. 650. 

Psychologic C a in Study of Binocular Function. 
Brooklyn.—- 

Keratitides and Corneal Dystrophies. 
York.—p. 673. 


sntiniens of Trachoma with Sulfanilamide.—Richards 
and his co-workers treated twelve Indian children, all showing 
active trachoma with follicular hypertrophy and pannus, with 
sulfanilamide. All showed striking improvement, and at the 
end of four and a half months the conjunctiva in each instance 
had become follicle free and smooth. Except in one eye, corneal 
infiltrates disappeared and the corneal activity was apparently 
checked. Two untreated children used as controls showed no 
improvement during the period of observation but improved 
rapidly when sulfanilamide was given later. Sulfanilamade 
brought about the disappearance of the epithelial cell inclusion 
bodies characteristic of active trachoma. 


L. Lehrfeld and J, Miller, 


H. Eggers, New York.—p. 647. 
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Archives of Pathology, Chicago 
27: 661-810 (April) 1939 
Nature of Vegetations of Bacterial Endocarditis. 
York.—p. 661 
*Progressive Alcoholic Cirrhosis: Clinical and Pathologic Study of Sixty- 
Eight Cases. E. M. Hall and W. A, Morgan, Los Angeles.—p. 672. 


A. C. Allen, New 


The Normal, the Acromegalic and the Hyperplastic Nephritic Human 
Nephron: Further Consideration of Plastic Reconstructions of Louis 
A. Turley. <A. L. Grafflin, Boston.—p. 691. 


Arrested Pulmonary Coccidioidal Granuloma. <A. J. Cox and C. E. 

Smith, San Francisco.—p. 7 

Hyperparathyroidism and Renal 
enn.—p. 753. 

Progressive Alcoholic Cirrhosis.—Hall and Morgan pre- 
sent a study of sixty-eight cases, selected from several thousand 
necropsies as instances of the progressive, or active, type of 
alcoholic cirrhosis as described by Hall and Ophiils. This con- 
dition may be conveniently designated as subacute alcoholic 
cirrhosis. Fifty-seven of the patients were consumers of alcohol 
in some form and fifty-one were “heavy drinkers,” chronic 
alcoholic addicts. Only one of the sixty-eight patients denied 
that he consumed alcohol. This group of patients were, then, 
quite largely suffering from alcoholism, The livers were mostly 
of the large (average weight 2,760 Gm.), pale yellow fatty type, 
with the connéctive tissue actively proliferating about disinte- 
grating hepatic cells. The picture was that of early or subacute 
alcoholic cirrhosis. Jaundice was present in 50 per cent of the 
patients; in twenty-four the icteric index was 50 units or higher. 
Approximately 50 per cent of the livers contained excessive 
amounts of fat. The authors believe that in the majority of 
cases the enlargement and fatty infiltration of the liver con- 
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stitute the first development and that this passes imperceptibly 
into the subacute phase of cirrhosis, to be followed later, if the 
patient survives long enough, by the appearance of the small 
hobnail liver. A small percentage of the patients die during 
the subacute stage as a result of complicating infections, dietary 
deficiency diseases, hepatic insufficiency, portal hypertension, 
alcoholic psychoses and other disorders. They also believe that 
the term “alcoholic cirrhosis” has a firm basis in etiology. Much 
of the confusion regarding this subject has been due to the 
study of the chronic Laénnec type of case, in which cirrhosis 
due to alcohol cannot be distinguished readily from that due to 
other causes. 


Bulletin New York Academy of Medicine, New York 
15: 221-288 (April) 1939 

Diagnostic Significance of Changes in Leukocytes. 
Baltimore.—p. 223. 

Use of Sulfapyridine in Treatment of Pneumonia: 
N. Plummer and H. Ensworth, New York.—p. 241 

Id. H. F. Flippin, Philadelphia.—p. 249. 

Id.: Absorption, Acetylation and Excretion of Sulfapyridine. 
Stokinger.—p. 2 

Treatment of Depersonalization. 

Present Status of Protamine Insulin. 


M. M. Wintrobe, 


Preliminary Report. 


H. E. 


P. Schilder, New York.—p. 258. 
H. Lande, New York.—p. 273. 


Endocrinology, Los Angeles 
24: 435-598 (April) 1939. Partial Index 
*Clinical Interpretation of Endometrial Biopsy: pong = 300 Cases. 
Kotz and Elizabeth Parker, Washington, D. C.— 

Effects on Uterine Motility of Urine Excreted esl ae Labor, 
Normal Menstruation and Dysmenorrhea. Doris Phelps, Nashville, 
Tenn.—p. 462 

Augmentation a Pituitary Gonadotropic Hormone by Chlorophyll, Plant 
Growth Hormones and Hemin. W. R. Breneman, Bloomington, Ind. 
—p. 488. 

Patency of Uterotubal Junction of the Rabbit: Experimental Observa- 
tions with Aid of Carbon Dioxide <n (Rubin Method). 
M. Feresten and S. W impfheimer, New York.- 510 

Mineral Salts as Toxic Factors in Urinary Prolan Je 
Main, Richmond, Va.—p. 523. 

Fractionation Studies on Adrenal Cortex Extract with Notes on Dis- 
tribution of Biologic Activity Among Crystalline and Amorphous Frac- 
tions. M. H. Kuizenga and G. F. Cartland, Kalamazoo, Mich.—-p. 526. 

Electrocardiographic Changes During Hypoglycemia and Anoxemia: 
Cortical Depression and Autonomic Release. H. E. Himwich, S. J. 
ge F. A. D. Alexander and J. F. Fazekas, Albany, N. Y.— 

. 536. 

Without Glycosuria Associated with Disturbances in 
Metabolic Processes. C. F. Davidson, Seattle. —pP. 542. 

Regeneration of Autografts of —s Tissue in Partially and Com- 
pletely Thyroidectomized Rats. D. J. Ingle and R. W. Cragg, Roch- 
ester, Minn.—p. 0. 

Interpretation of Endometrial Biopsy.—Kotz and Parker 
studied the menstrual cycles of 500 women, 300 of whom were 
controlled for a sufficient length of time to obtain accurate data 
on the menstrual history and adequate biopsy material for study. 
The types of cases studied included amenorrhea, oligomenorrhea, 
hypomenorrhea, menorrhagia, metrorrhagia, menopause, sterility 
and dysmenorrhea. A complete history with emphasis on the 
character of the menstrual cycles since the onset at puberty 
was obtained in each case and general and pelvic examinations 
were done. Laboratory work consisted of blood counts, urinal- 
ysis, Kahn reactions, basal metabolism rates and blood tests for 
the estrogenic and gonadotropic substances. There were no 
specific endometrial patterns for the menstrual disorders. Amen- 
orrhea may possibly be an exception, since here the endometrium 
was usually in a stage of follicular arrest or atrophy. When 
other types occurred, menstruation followed shortly thereafter. 
Specific changes in cases of the menopause were not demon- 
strable but the endometrium merely reflected the degree of 
ovarian failure. In the early menopause an abnormal luteal 
phase was found; later, with further loss of ovarian function, 
the follicular and eventually the atrophic phases occurred. 
Oligomenorrhea and polymenorrhea occurred with practically 
every type of endometrium. In the cases of scanty and irregular 
periods 78 per cent showed evidence in the endometrium of some 
luteal function, although in 38 per cent it was of an abnormal 
type. In the cases of functional bleeding or polymenorrhea 
51 per cent showed complete lack of corpus luteum function 
while an additional 33 per cent showed abnormal corpus luteum 
function as evidenced by the endometrial pattern. The occur- 
rence of bleeding from all phases of the endometrial development 
with varying levels of the ovarian hormones would seem to 
suggest that a third factor—the bleeding factor—is a necessary 


activator of this phase of the cycle. In the purely functional 
type of dysmenorrhea there was usually a relative and often 
actual preponderance of the action of theelin. Pseudomenstrua- 
tion, which is often considered to be synonymous with anovu- 
latory menstruation, occurred in forty cases. 

Hyperglycemia Without Glycosuria. — Davidson points 
out the association between hyperglycemia and deviations in a 
wide variety of metabolic processes and advances the theory that 
hyperglycemia, by itself, may be one of the determining factors 
in certain clinical manifestations. Hyperglycemia has not gener- 
ally been considered as a causative factor responsible for dis- 
turbances in metabolism which might be reflected in clinical 
manifestations. The demonstration of hyperglycemia without 
glycosuria in a large number of cases (seventeen of which are 
reported) presenting a wide variety of complaints has given 
the author an opportunity to observe the effects of treatment 
designed to correct this deviation in metabolism. Improvement 
in clinical manifestations associated with therapeutic measures 
has occasioned the development of a theory that hyperglycemia 
may act as a determining factor in initiating and maintaining 
unfavorable metabolic conditions, which in turn are reflected 
clinically. Clinical improvement occurred when measures 
designed to correct hyperglycemia, the existence of which has 
been demonstrated through dextrose tolerance testing, were insti- 
tuted. The patients, except one, could not be considered typically 
diabetic in the sense that they exhibited hyperglycemia with 
glycosuria, as repeated urine examinations failed to reveal sugar 
in the urine, in some instances over a period of years, The 
inappropriate concentration of dextrose and not the inappro- 
priate supply of insulin is ascribed as the direct cause of such 
clinical exhibitions. Such histories as those submitted and 
experience with several score of other equally striking cases 
treated in the course of ten years have prompted the author to 
formulate the theory that hyperglycemia by itself operates at 
times as a determining influence in the initiation and maintenance 
of metabolic disturbances which may be described as metabolic 
processes operating under other than optimal conditions and 
which in turn are reflected in clinical manifestations. 


Illinois Medical Journal, Chicago 
75: 285-380 (April) 1939 
Rectal Stricture of Lymphogranuloma Venereum. 
delphia, and T. F. Reuther, Chicago.—p. 337 
*Menopause and Painful Stiffening of Shoulder. 
—p. 340. 
Lipocalcinogranulomatosis with Recurrent — Calculi. 
A. Dick and R. E. Forster, Chicago.—p. 344 
Osteomyelitis of Lower Jaw Caused and Maintained by Fusospirochetal 
Infection, T. Benedek, S. J. Zakon and I. T. Harris, Chicago.—p. 347. 
President’s Address: Southern Illinois Medical Society, 1937. G. C. 
Otrich, Belleville.—p. 351. 
*Studies in Autohemotherapy: II. New Method of Treating Hyperemesis 
Gravidarum. L. Saxon and J. E. Stoll, Chicago.—p. 352. 
Some Present Day Aspects of Treatment of Psychoses. Beulah Bossel- 
man, Chicago.—p, 355. 
Necrobiosis Lipoidica Diabeticorum. 
Some Fundamental Considerations 
Chicago.—p. 361 
Toxicity of Sulfanilamide: Severe Transient Myopia Following Use of 
Sulfanilamide: Report of Case. M. A. Spellberg, Chicago.—p. 366, 
Statistics Concerning Stages of Trachoma in the Southern Illinois Tra- 
choma Clinics. M. Hirschfelder, Harrisburg.—p. 368. 
Hypothermia in Induced Hyperinsulinism. A. P. Bay, Western Springs. 
369. 


C. F. Martin, Phila- 
W. W. Voight, Chicago. 
E. Jonas, 


H. Rattner, Chicago.—p. 359. 
in Psychoneuroses. M. Brown, 


Comparative Study of Some Patients’ Heads: Preliminary Report at the 
Anna State Hospital. J. W. Davis, Anna.—p. 372. 

Remissions in a Case of Schizophrenia by Two Unusual Mechanisms. 
J. J. Madden and N. K. Rickles, Chicago.—p. 373 

Proctoscopic Examination. E. B. Williams, Chicago.—p. 374. 


Menopause and Painful Stiffening of Shoulder.—Voight 
describes the painful stiffening of the shoulder that he has 
obser ved to occur in women during or at the beginning of the 
climacterium who were engaged actively as typists, pianists or 
teachers using the arm a great deal in their demonstrational 
teaching methods. The characteristic symptom in these cases 
was a marked pain in the right shoulder—the “used” arm—at 
first causing discomfort in the abduction of the arm and then 
leading to progressive limitation of this motion and eventuating, 
in one case, in complete adduction contracture. In one case of 
a left handed person the left shoulder was affected. Following 
the onset of pain and limitation of abduction, there develops as 
a rule limitation of rotation movements, the motion anteriorly 
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showing the least interference with movement. During this 
time palpation and x-ray examination of the shoulder joint 
reveal no changes. It is evident, therefore, that the seat of the 
disease and the disturbances in mobility are situated extrascapu- 
larly. In the diagnosis of this condition the most important 
factor is to exclude a humeroscapular arthritis. The author 
brought his cases to recovery by iontophoresis with histidine 
salve and massage, with the additional use, in appropriate cases, 
of the abduction splint. To these methods the author adds 
injections of large doses of progynon, thus attacking, he believes, 
the cause of the condition as well as the local involvement. 
The local methods were extended to the spaces under the deltoid 
and subscapularis. 


Autohemotherapy for Hyperemesis Gravidarum.—Saxon 
and Stoll advocate autohemotherapy for the relief of hyperemesis 
gravidarum, based on an allergic concept of the condition. The 
dosage that they employed ranged from 3 to 10 cc., depending 
on the severity of the symptoms. The intervals between treat- 
ments were chosen according to the effect of the treatment and 
to the progress of desensitization in each individual. Four cases 
are reported which show the effect of this method. The authors 
state that they have used autohemotherapy in about seventy-five 
cases of hyperemesis and have yet to see a case that did not 
respond. 


Journal of Aviation Medicine, St. Paul 
10: 1-64 (March) 1939 

Pulmonary Gaseous Exchanges at Low Barometric Pressure and in Air 
Mixed with Nitrogen. D. B. Dill, H. T. Edwards and S Robinson, 
with collaboration of H. A. Armstrong and J. W. Heim, Dayton, Ohio. 
—p. 3. 

Air Transport Flying from the Medical Standpoint. 
iables, Fla.—p. 12. 

Place of Electrocardiograph in Examination for Flying: Discussion of 
Electrocardiograph in Flying Examination, Its Possibilities and Limita- 
tions. C, L. Leedham, Randolph Field, Texas.—p. 31. 

Brief Report on Correction of Excessive Heterophorias and Other Defects 
y Use of Orthoptic Instruments. A. H. Schwichtenberg, Wright 
Field, Ohio.—p. 44. 

Preliminary Report of Study of Color Perception and Its Practical Appli- 
cation in Aviation. P. B. Wiltberger, Columbus, Ohio.—p. 47. 


R. Greene, Coral 


Journal of Bone and Joint Surgery, Boston 
21: 269-530 (April) 1939. Partial Index 


Arthroplasty of the Hip: New Methed. M. N. Smith-Petersen, Bosten. 
—p. 269. 

Arthrography in Congenital Dislocation of the Hip. E. Severin, Stock- 
holm, Sweden.——p. 304. 


*Skeletal Metastasis in Cancer. 
Baltimore.—p. 314. 

New Operative Treatment of Tuberculous Coxitis 
Farkas, Budapest, Hungary.—p. 323. 

Overgrowth of Femoral Shaft Following Fracture in Childhood. <A. P. 
Aitken, C. W. Blackett and J. J. Cincotti, Boston.—-p. 334. 


C. F. Geschickter and I. H. Maseritz, 
in Children. A. 


*Gold Therapy in Proliferative (Especially Atrophic) Arthritis. J. A. 
Key, H. Rosenfeld and O. E. Tjoflat, St. Louis.—p. 339. 
Operative Reconstruction of the Paralyzed Upper Extremity. L. Mayer, 


New York.—p. 377. 

Rapid Roentgenography in Operating Room, with a Single Solution. F. 

. Wilkinson, New York.—p. 

Use " of Cellophane as Permanent Tendon Sheath. 
mond, Va.—p. 

Posterior Fasciotomy in Treatment of Back Pain. 
land.—p. 397. 

Epiphysiodesis Combined with Amputation. 
—p. 442. 

Operation to Improve Abduction Power of Shoulder in Poliomyelitis. 
Alvia Brockway, Los Angeles. —p, 451. 

Utilization of Body Weight in Treatment of — Deformity in Club- 
foot. R. S. Melville, Dundee, Scotland.—p. 

Osteochondritis Dissecans of the Elbow Joint. 
p. 464. 

Muscle Tester for Poliomyelitis Cases: Attachment for a Permanent 
Record. A. A. Schmier, New York.—p. 475. 


T. Wheeldon, Rich- 
C. H. Heyman, Cleve- 
F. vom Saal, Oklahoma City. 


G. Murphy, Chicago.— 


Skeletal Metastasis in Cancer.—Geschickter and Maseritz 
emphasize the incidence of skeletal metastasis in which there is 
no clinical evidence of a primary lesion and submit data relative 
to osseous invasion by metastatic carcinoma. Their data are 
based on a study of 5,739 cases of carcinoma arising from 
various organs. There were 356 cases in which carcinomas 
metastasized to bone. The primary source of the metastasis was 
definitely determined clinically in 296 instances. The first indi- 
cations of disease in the remaining sixty metastases of unknown 
origin were symptoms referable to the skeletal system. “Rheu- 


matic pain’”” was a common complaint, and in several instances 
the patients were treated for arthritis. 


In one case a mass was 
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palpated in the neck, which later proved to be a lymph node 
metastasis ; in the other fifty-nine cases there were no subjective 
or objective signs referable to other systems. The prostate was 
the most common source of skeletal metastasis, the breast second 
and the kidney third, while the stomach, lung, thyroid and other 
organs were involved less frequently and in the order given. 
The size of the primary lesion is no index of the probability of 
metastasis. Metastasis to bone may occur many years after the 
primary operation and in the present series of 2,300 cases of 
breast cancer skeletal metastasis was observed as late as 18.25 
years postoperatively ; the average time was 31.3 months. Irra- 
diation of the osseous lesions relieves pain and prolongs the life 
of the patient. 

Gold Therapy for Arthritis.— Key and his associates 
treated seventy patients with arthritis of the proliferative type 
with myochrysine (sodium aurothiomalate). The patients were 
not selected, except that before treatment was started it was 
agreed that the patient had an active arthritis of the prolifera- 
tive type, which appeared to be chronic and progressive and of 
sufficient gravity to warrant the repeated administration of an 
admittedly dangerous drug. In only three cases had the disease 
been present less than one year; in the others from one to more 
than ten years. A control series was not studied, but the pre- 
vious treatment of fifty-three of these patients with atrophic 
arthritis was recorded. In spite of various types of previous 
treatment, the disease had remained active and therefore the 
authors believe that in such a group of patients controls are not 
necessary. The preparation was administered by intramuscular 
injection with a fine needle in the deltoid or gluteal region. In 
adults the usual initial dose was 0.05 Gm.; one week later 
0.1 Gm. was given and this dose was continued for twenty weeks 
until the patient had received 2 Gm. of myochrysine or 1 Gm. 
of gold. If a toxic reaction occurred, the treatment was dis- 
continued or the dose was decreased. In children the initial 
dose was 0.0125 Gm. and this was increased to 0.025 Gm. At 
the end of the first course of treatment the patient was given a 
rest period of six weeks; then, if the disease was still active or 
if the blood sedimentation rate was accelerated, a second course 
was given; after a second rest period of from four to six months, 
a third course was given if indicated. Twenty patients received 
1 Gm. or less of myochrysine, twelve from 1 to 2 Gm., twenty- 
six from 2 to 4 Gm. and twelve from 4 to 6 Gm. Of the two 
cases of proliferative arthritis following rheumatic fever, the 
disease was apparently arrested in one and considerable improve- 
ment occurred in the other during the treatment but treatment 
was discontinued owing to severe toxic reactions. In the four 
cases of proliferative arthritis which appeared to be due to the 
gonococcus, the gold treatment appeared to have little if any 
beneficial effect and it was not continued. The arthritis was 
not improved in the two cases of lymphogranuloma, but in one 
of these the rectal condition showed marked improvement while 
treatment was being given. In the nine cases of spondylitis 
ankylopoietica, the gold therapy did not result in sufficient 
improvement to warrant its continued administration. Its use 
was discontinued and sulfanilamide was substituted, which 
appears to have caused definite improvement, though it is still 
too early to state whether or not it will arrest the disease. Of 
the fifty-three cases of atrophic arthritis, in two the arthritis 
was aggravated, in six there was no improvement, in seven there 
was improvement while under treatment (but the patients did 
not return for final check-up), in four there was slight improve- 
ment, in thirteen moderate improvement occurred, in eighteen 
the improvement was marked and in three the disease appears 
to have been arrested. The signs of improvement were dis- 
appearance of swelling in ten patients, decrease of swelling in 
twenty-five, increased movement in twenty-seven, disappearance 
of pain in twenty-one, diminution of pain in fifteen, decrease in 
the sedimentation rate in thirty-six of forty-six patients tested 
and increase in physical activity of thirty-seven of the forty- 
seven patients checked for this factor. Twenty-two patients 
resumed their house work, four of the seven children returned 
to school, six resumed their occupations and five merely stated 
that they were able to do more than they could before this 
treatment. Thirty-six of the forty-three underweight patients 
gained weight while under treatment. There also was a marked 
improvement in the morale of most of the patients, even in 
many who had toxic reactions. 
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Journal of Experimental Medicine, New York 


69: 485-606 (April) 1939 
Nephritis “= Its Influence on Hemoglobin Production in Experimental 
nemia. . H. Whipple and Frieda S. Robscheit-Robbins, Rochester, 
N. Y.—p. ‘2 85. 

Antibody Response to Swine Influenza. C. T. Rosenbusch and R. E. 
Shope, Princeton, N. J.—p. 499 

*Vitamin C in Relation to Experimental Poliomyelitis with Incidental 
Observations on Certain Manifestations in Macacus Rhesus Monkeys 
on Scorbutic Diet. A. B. Sabin, New York.—p. 507. 

Soluble Malarial Antigen in Serum of ys gen a — with Plasmo- 
dium Knowlesi. M. D. Eaton, New York.—p. 

Effect of Pregnancy on ‘ee of Mice insite Against St. Louis 
Encephalitis Virus. . Hodes, New York.—p. 533 

Effects of Anaphylaxis a yr Histamine on Coronary Arteries in the 
Isolated Heart. E. C. Andrus and H. B. Wilcox Jr., Baltimore.— 
p. 545. 

Studies on Mechanism of Immunity in Tuberculosis: Role of Extra- 
cellular Factors and Local Immunity in Fixation and Inhibition of 
Growth of Tubercle Bacilli. M. B. Lurie, Philadelphia.—p. 555. 

Id.: Mobilization of Mononuclear Phagocytes in Normal and Immunized 
Animals and Their Relative Capacities for Division and Phagocytosis. 
M. B. Lurie, Philadelphia.—p. 579. 


Vitamin C in Poliomyelitis—From his experiments on 
monkeys, Sabin found that both natural and synthetic prepara- 
tions of vitamin C had no effect on the course of experimental 
poliomyelitis induced by the nasal instillation of the virus. 
Immediately after the virus was instilled the administration of 
vitamin C was begun, and if the vitamin were capable of exert- 
ing any effect on the virus or the tissues it could have done so 
even before the virus had begun to multiply. Monkeys whose 
store of vitamin C was depleted reacted in the same way as those 
receiving an adequate diet. The author finds no apparent 
explanation for the difference between his results and those 
reported previously by Jungeblut. During the present investiga- 
tion, monkeys on a scorbutic diet died of spontaneous acute 
infections, chiefly pneumonia and enterocolitis, while their mates 
receiving an adequate diet remained well. Osseous and other 
changes of human scurvy developed in the monkeys that survived 
the scorbutic diet, and the vitamin C used in this study produced 
healing and calcification in the bones as well as it checked the 
edema and hemorrhagic diathesis. 


Journal-Lancet, Minneapolis 
39: 85-118 (March) 1939 
Accuracy in Eye Examination. L. G. Dunlap, Anaconda, Mont.—p. 85. 
The Sinus Problem. A. W. Morse, Butte, Mont.—p. 87. 
*Acute Diffuse Bronchiolitis: Report of Case. C. A. McKinlay, Minne- 
apolis.—p. 90. 
Peptic Ulcer. R. G. 
Infantile Cerebral Palsy. 
Cervical and Vaginal Pathology and Treatment. 
Chicago.—p. 97 
Acute Pneumonitis or Atypical Pneumonia. 
Burbidge, Princeton, N, J.—p. 101. 
Essential Hypertension. J. R. Kleyla, Omaha.—p. 104. 
Minnesota Medical Problems. J. M. Hayes, Minneapolis.—p. 108. 
Whither and Why in College Health Work? W. E. Forsythe, Ann 
Arbor, Mich.—p. 110. 
Painless and Comfortable Electrical Labyrinthine Tester. 
Minneapolis.—p. 113. 


Acute Diffuse Bronchiolitis.—McKinlay reports a case of 
acute diffuse bronchiolitis in a woman of 20 in whom the main 
physical sign was the presence of medium and somewhat fine 
moist rales over considerable portions of both pulmonary fields, 
which later became quite universal. In the absence of signs of 
frank consolidation and appreciable alteration in breath sounds, 
the impression gained was that of acute diffuse bronchiolitis 
as distinguished from bronchitis or bronchopneumonia. Later 
roentgen examination showed the development of contiguous 
areas of bronchopneumonia and simulated the signs of miliary 
tuberculosis. The course of the disease was characterized by 
mild respiratory symptoms and slight fever of nine days followed 
by a febrile period of nineteen days. The temperature was 
moderate and fell by lysis. While of rare occurrence in young 
adults during recent years, reports of similar cases indicate that 
bronchiolitis with similar features is not uncommon in infants 
and the aged, and during epidemics it is also often seen in adults. 
The entity suggests a specific etiologic agent (Haemophilus 
influenzae ). 


Allison, Minneapolis.—p. 91. 
J. F. Pohl, Minneapolis.—p. 94. 
H. C. Hesseltine, 


W. G. Rainey and J. R. 


C. D. Wright, 
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Journal of Nervous and Mental Disease, New York 
89: 405-624 (April) 1939 
— Years of Psychiatry and Neurology. O. Diethelm, New York.— 
409 


molten in Psychiatric Research. E. D. Bond, Philadelphia.—p. 419. 

The Man Factor in Disease. G. Draper, New York.—p. 423. 

apna = Its Relations to Corpus Callosum. F,. Tilney, New 
York.—p. 

Somatic nse with Unconscious Repudiation of Femininity in 
Women. K. A. Menninger, Topeka, Kan.—p. 514. 

Jelliffe, the Psychiatrist and Psychoanalyst. A. A. Brill, New York. 
—p. 529. 


Jelliffe, the Neurologist. H. A. Riley, New York.—p. 536. 

Jelliffe, the Bibliomaniac. R. H. Hutchings, Syracuse, N. Y.—p. 542. 

Jelliffe, the Man. L. Casamajor, New York.—p. 543. 

The Editor Himself and His Adopted Child. S. E. Jelliffe, New York. 
—p. 545. 


New England Journal of Medicine, Boston 
220: 495-544 (March 23) 1939 
American Medicine and the National Health Program. 
Chicago.—p. 495. 
Medicine and the Public. 
Surgical Approach for Ligation of Patent Ductus Arteriosus. 
0. 


Gross, Boston.—p. 
*Citrates in Treatment of Infantile Rickets. A. T. Shohl and A. M. 


Butler, Boston.—p. 51 
The Water Soluble Vitamins. A. P. Meiklejohn, Boston.—p. 518. 

Citrates in Treatment of Rickets.—Shohl and Butler used 
citrate mixtures in the treatment of two cases of infantile rickets. 
The amount of citrate given each patient daily corresponded 
approximately to that contained in five or six large oranges. 
X-ray studies showed that healing had taken place during the 
administration of citrates, without vitamin D therapy. The 
deposition of lime salts was first detected in these patients on 
the ninth and fourteenth days of therapy, respectively. Not only 
the early date of deposition but the amount of deposition com- 
pared favorably with that obtained with cod liver oil. Both 
patients gained in weight during the periods in which the rickets 
was healing. The serum analyses in both patients showed a 
lowering of the total calcium and a rise in the phosphate, and 
subsequently in case 1 a rise in both. In this respect the children 
reacted similarly to rats. Tetany was never manifest by either 
a positive Chvostek’s sign or convulsions. Latent tetany was 
absent. This new form of therapy not only offers an adjunct 
to accepted measures for the treatment of infantile rickets but 
also may have application to other types of disorders of calcium 
and phosphorus metabolism. 


220: 545-582 (March 30) 1939 
Cancer of the Ovary. J. V. Meigs, Boston.—p. 545. 
Lipodystrophia Facialis: Case Report. R. Guralnick and H. Green, 

Boston.—p. 

Transfusion Syphilis. F. Ronchese, Providence, R. I.—p. 556. 
*Death in Newborn and Stillborn Infants. J. S. P. Beck, Worcester, 

Mass.—p. 558. 

Children’s Surgery. W. E. Ladd, Boston.—p. 564. 

Death in Newborn and Stillborn Infants.—In twenty-five 
deaths of infants varying in gestation age from five to nine 
months and in which postmortem material and clinical data were 
available, Beck observed that the cause of death in 64 per cent 
was traceable to intra-uterine disturbances other than those 
related to the fetus or to difficult delivery. The remaining 
36 per cent consisted of congenital malformations incompatible 
with extra-uterine life (12 per cent), injuries due to difficult 
labor (20 per cent) and syphilis (4 per cent). The close relation 
between death and the complications of pregnancy or labor or 
both, the author states, is in complete harmony with a recently 
reported (Bundesen and his associates) relation involving many 
hundreds of similar cases. All ailing prospective mothers should 
be brought as near to normal health as possible before delivery 
is allowed to start if the welfare of the infant is the more 
important. The blood in anemia should be brought to normal 
range, in acidosis or alkalosis the carbon dioxide combining 
power of the blood should be adjusted to normal, in nutritional 
edema the blood proteins should be raised, and the toxemias 
of pregnancy should be treated with great care. Mothers having 
a history of abortions, miscarriages, stillbirths or premature 
births should be given vitamins and suitable endocrine therapy 
in the antepartum period to carry the pregnancy to term. Nar- 
cotics and anesthetics seem contraindicated in mothers whose 
health is below par. Infants of such mothers will do badly 


M. Fishbein, 


J. P. Peters, New Haven, Conn.—p. 504. 
R. E. 
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immediately following birth and the armamentarium for imme- 
diate and effective removal of foreign materials from the respira- 
tory passages should be ready for use. Effective means for 
resuscitation should be made available for immediate use during 
the critical period just after the cord is severed. It seems 
logical to cleanse the nose and throat before the cord is cut 
and to use resuscitation measures afterward. 


New York State Journal of Medicine, New York 
39: 659-768 (April 1) 1939 
Nondogmatic Psychotherapy. A. Gallinek, New York. —p. 665. 
Radiologic Diagnosis of Coronary Thrombosis: New Approach. 
Berk, New York. —P. 672. 
Urinary Infections in Salitie and Children: 
Methods. B. W. Carey Jr., Boston.—p. 685. 
Fractures of Radius or Ulna—Lower Fifth—in Adolescence. 
McKenna, Brooklyn.—p. 692. 
Short Wave Medical Diathermy: Clinical oa. 
Chicago, and §S. L. Osborne, Evanston, Ill.—p. 699. 
Plea in Behalf of the Anoxemic Patient. J. H. "Bvans, Buffalo.—p. 709. 
Practical Epidemiology of Gonocoecic Infections in Children. T. Rosen- 
thal and J. Weinstein, New York.—p. 718. 

Delayed Photosensitization of Skin Due to Sulfanilamide: 
W. V. Wax, Catskill.—p. 723. 

Summary of Report of the New York State Legislative Cancer Survey 
Commission. M. L. Levin and R. S. Ferguson, New York.—p. 725. 


Public Health Reports, Washington, D. C. 
54: 459-512 (March 24) 1939 

Disabling Sickness and Nonindustrial Injuries Among Drivers and Other 
Employees of Certain Bus and Cab Companies, 1930-1934, Inclusive. 
H. P. Brinton.—p. 459. 

Studies of Sewage Purification: IX. Total Purification, Oxidation, 
Adsorption and Synthesis of Nutrient Substrates by Activated Sludge. 
C. C. Ruchhoft, C. T. Butterfield, P. D. McNamee and Elsie Wattie. 
—p. 468. 


Comparison of Therapeutic 
D. E. 
J. S. Coulter, 


Case Report. 


54: 513-560 (March 31) 1939 
Engineering Problems in Milk Sanitation. L. C. Frank.—p. 513. 
Induction of Carditis by Treatment of Infected Guinea Pigs with 
Insulin. M. P. Schultz and Edythe J. Rose.—p. 527. 


Review of Gastroenterology, New York 
6: 78-159 (March-April) 1939 
Metastatic Cancer of Stomach. G. T. Pack and G. McNeer, New York. 
—p. 78 


Metabolic Disorders in Gastrointestinal Disease. New 
Haven, Conn.—p. 84. 

*Incidence of Endamoeba Histolytica Infestation in Philadelphia: Its 
Treatment. J. H. Arnett, Philadelphia.—p. 91. 

Relation of Traumatism to Peptic Ulcer. E. L. Kellogg and W. A. 
Kellogg, New York.—p. $6. 

Influence of Splanchnic Innervation on Motility of Human Stomach. 
L. E. Barron, Boston.—p. 109. 
Schistosomiasis (Schistosoma Mansoni): 

a S. Price, New York.—p. 115. 

R. Schindler, Chicago.—p. 122. 

J. S. Smul, New York.—p. 128. 

C. F. Branch, Boston.— 


J. P. Peters, 


Report of Seven Imported 

Clinical Significance of Gastroscopy. 

Food Allergy of Digestive System. 

Pathology of the Gangrenous Gallbladder. 
13 


M. Clinton, Buffalo.—p. 140. 


p. 136. 
Management of Gallbladder Disease. 
Endamoeba Histolytica Infestation in Philadelphia.—In 
a stool survey of 1,060 freshmen in a college in Philadelphia, 
Arnett found that 4.1 per cent were positive for Endamoeba 


histolytica. A study of this group in relation to their home 
residence indicated a significantly higher percentage of positives 
(5.1 per cent) in students from Philadelphia within fifteen miles 
of City Hall than in those who came from New Jersey within 
fifteen miles of Philadelphia’s City Hall (0.9 per cent). The 
health records of the positive cases indicated that, as regards 
gastrointestinal symptoms or other evidence of disease, they were 
not inferior to a group of the same size in which no intestinal 
parasites were found. A survey among a small group of inmates 
and employees of an institution for the aged in Philadelphia 
indicated an incidence of 11.3 per cent of stools positive for 
Endamoeba histolytica. A study of 293 stool specimens from 
food handlers in a Philadelphia institution showed a positive 
incidence of 6.5 per cent. When divided into those previously 
examined and those examined for the first time, the incidence 
among the former was 1.6 and among the latter 10.3 per cent. 
This difference appears to be due to the fact that the previously 
positive persons were successfully treated, so that in subsequent 
yearly examinations they appear negative. Treatment consisted 
of the oral administration of iodochlorhydroxy-quinoline, chinio- 
fon and p-carbamido-phenylarsonic acid. Satisfactory results 
were secured from these three drugs without failures and with- 
out serious reactions. In no case has recurrence been noted. 
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The author states that his data confirm Craig’s estimate that 
between 5 and 10 per cent of the population of the country 
harbor Endamoeba histolytica in the intestinal tract but do 
not confirm the belief that symptoms are commonly encountered 
in these carriers. 


Tennessee State Medical Assn. Journal, Nashville 
32: 77-112 (March) 1939 
Vitamin B. R. J. Buckman, La Follette.—p. 77. 
Metrazol in Treatment of Psychoses. C. C. Turner, Memphis.—p. 81. 
Progress in Medical Science. P. H. Levinson, Chattanooga.—p. 88. 


32: 113-150 (April) 1939 
Problem of Arthritis. A. Weinstein, Nashville.—p. 113. 

Extra-Uterine Pregnancy. C. E. Newell, Chattanooga.—p. 120. 
Manifestations of Gallbladder Disease with Analysis of 841 Operative 
Cases. W. D. Haggard and J. A. Kirtley Jr., Nashville.—p. 126. 
Early Management of Traumatic Injuries, with Special Reference to 

Highway Accidents. B. Malone 2d, Memphis.—p. 133 


Virginia Medical Monthly, Richmond 
66: 191-254 (April) 1939 

“— oO Classification of Commercial Preparations of Sex Hormones. 
W. G. Crockett, Richmond.—p. 191. 

Use P Shock Therapy in Treatment of Affective Disorders. 
Wilson, University.—p. 197. 

*Some Newer Points of View on Peptic Ulcer as a Clinical Problem. 
T. G. Miller, Philadelphia.—p. 204. 

Practical Value of Gastroscopy to the Internist. 

. L. Alexander, Newport News.—p. 

Economic Status and Control of Cancer. E. P. Lehman, 9 ane 

. C. Riggin, Richmond, and J. A. Cocke, University.—p. 

Compensatory Mechanisms in Anemia. fF. L. Apperly, La 
p. 215. 

Varicose Veins of the Broad Ligament. 
—p. 218. 

Diagnosis and Treatment of Obstructing Tuberculous Lesions of the 
Tracheobronchial Tree. P. P. Vinson, Richmond.—p. 221. 

Sleeve Wire Fixation of Fractures: Method of Fixation of Fractures in 
Which Fragments Are Separated: Report of Forty-Four Cases of 
sia tee of Proximal End of Tibia. T. Wheeldon, Richmond.— 
p. 223. 

Acute Glomerulonephritis: 
and Treatment. B. S. Leavell, J. R. Beckwith and J. E. 
University.—p. 226. 

Partial Occlusion of Superior Mesenteric Artery. 
ington, D. C.—p. 235. 


D. C. 


E. B. Mewborne and 


R. M. DeHart, Christiansburg. 


Observations on Clinical Course, Prognosis 
Wood Jr., 


J. A. Gannon, Wash- 


Peptic Ulcer.—Miller states that peptic ulcer can no longer 
be regarded clinically as merely a local disease of the stomach 
or duodenum. The internist must concern himself with the 
person’s heredity, with his physical, mental and emotional 
makeup, with the nature of his endocrine and his autonomic 
nervous equipment, with his environment and social status and 
with his personal habits of life. Whether or not the etiology 
of ulcer is proved eventually to depend on conditions outside the 
stomach or duodenum itself, such an established clinical associa- 
tion is of diagnostic importance and it seems to have a bearing 
on treatment. As important as the physical constitutional char- 
acteristics of the subject of ulcer is his psychic personality. He 
usually is of a nervous temperament, worries unduly and is 
introspective. He is nervous in the sense of being fearful, highly 
sensitive, intense and strenuous. There is also some experi- 
mental work tending to show a relationship of peptic ulcer to 
glandular dysfunction. Peptic ulcer, furthermore, frequently 
develops in predisposed people when they are subjected to 
unusual emotional strain, continued worry and anxiety. The 
use of tobacco or alcohol is believed by many to be of etiologic 
significance, and either may be the precipitating factor in a 
person predisposed constitutionally to ulcer. Other personal 
habits which involve overwork, loss of sleep and nervous exhaus- 
tion probably act in the same fashion and deserve special atten- 
tion in prevention and treatment. Sex and age traditionally are 
of importance, but ulcer may occur at any age. An excess of 
free hydrochloric acid is commonly regarded as of etiologic and 
diagnostic value, and certainly its association is frequent, at 
least in duodenal ulcer. It is present in many normal persons, 
however, and presumably characterizes a certain coristitutional 
type. Neutralization of the free hydrochloric acid is most 
important to cure, a clinical fact which in itself indicates an 
etiologic relationship. These various clinical aspects of ulcer 
are of etiologic as well as of diagnostic value, though the crucial 
considerations from the diagnostic angle are, of course, the 
history and x-ray observations. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Children’s Diseases, London 
36: 1-82 (Jan.-March) 1939 
Present Position on Tonsil Operations. M. Yearsley.— 
Transient Pulmonary Infiltration with Blood Sciacphitin (Loeffler’s 
Syndrome). F. P. Weber.—p. 15. 
Chloroma in Children. F. R. B. Atkinson.—p. 18. 
*Renal Dwarfism. R. M. Bates.—p. 34. 


Renal Dwarfism.—Bates describes a case of an adult men- 
tally defective dwarf who during life, and at the postmortem 
examination, was thought to have renal rickets. Histologic 
examination of one femur showed no rachitic change and the 
parathyroids were normal. The high blood pressure and retinitis 
pointed to chronic nephritis, but this presumably followed a 
renal and ureteral dilatation, which also occurs in the non- 
hypertensive variety of renal dwarfism. While a small ureteral 
stone may have played a part in the production of dilatation on 
the right side, the enormous dilatation on the left side appeared 
to be secondary to a congenital stenosis of the ureteral orifice. 
The author suggests that a more exact nomenclature be used 
in which dwarfism with rickets be called “renal rickets” and 
dwarfism without rickets “renal dwarfism.” Renal infantilism 
would be reserved for cases in which true infantilism is asso- 
ciated with renal dwarfism. Such cases might or might not 
show rickets. The three conditions are probably parts of one 
large whole. It may be that renal damage in infancy causes the 
circulation of chemical substances in the blood stream influenc- 
ing, to a greater or lesser degree, general growth (pituitary), 
growth of the long bones (parathyroids) and sexual develop- 
ment (gonads direct or through the pituitary). 


British Journal of Medical Psychology, London 
18: 1-104 (March) 1939. Partial Index 


Mental Disease and Crime: Outline of Comparative Study of European 
Statistics. L. S. Penrose.—p. 

Experiments on Physically and Mentally Defective Children with Per- 
ceptual Tests. J. C. Raven and A. Waite.—p. 40. 

Studies in Application of Mental Tests to Psychotic Patients. 
son.—p. 44. 


British Journal of Radiology, London 
12: 129-192 (March) 1939 
Cardiac giana J. Parkinson, D. E. Bedford and W. A. R. Thomson. 


M. David- 


Tr: Bronchial Modifications Course of Certain Cardiop- 
athies Affecting the Pulmonary Artery. D. Routier and R. Heim 
de Balsac.—p. 150. 

Intrathoracic Aneurysms. P. Kerley.—p. 158. 

Laryngocele. J. Blewett.—p. 163. 

The “Quality” of High Voltage Radiations: Part II. “Quality” within 
a Scattering Medium. J. R. Clarkson and W. V. Mayneord.—p. 168. 

Use of Invisible Radiations in Police Work. L. C. Nickolls.—p. 182. 


British Journal of Urology, London 
11: 1-110 (March) 1939 
Perinephric Abscess. J. E. Semple.—p. 1. 
Complicated Extrophy of the Bladder Presenting Many Unusual Features: 
Case. K. F. Russell.—p. 31. 


Chyluria of Filarial Origin. P. N. Ray and S. S. Rao.—p. 48. 


British Medical Journal, London 
1: 431-490 (March 4) 1939 


Gallstones: Ten Years’ Surgical Experience. L. 


Acute Dilatation cf the Stomach. H. Bailey.—p. 434. 
*Etiology of Glaucoma. P. Weinstein.—p. 436 
Some Aspects of the Venereal Disease Problem in the Federated Malay 


Barrington-Ward. 


States with a Serologic Survey of Indian Laborers. I. D. Gebbie. 
—p. 438. 
Arterial Embolectomy: Notes of Case. A. M. McMaster.——p. 441. 


The Supine Position in Emergency Treatment of Patients with Frac- 

tured Spine. G. Hyman.—p. 444. 

Etiology of Glaucoma. — Weinstein studied the possible 
relation of glaucoma to blood pressure. The study showed 
that the systolic blood pressure of 100 sound persons ranged 
from 120 to 200 mm. of mercury and the diastolic from 60 to 
95 mm., while the corresponding values in 150 persons suffer- 
ing from glaucoma were 120 to 230 mm. and 60 to 115 mm. 
respectively. The difference is not sufficient to suggest the 
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existence of hypertonia in glaucomatous persons. Attention 
was next directed to the small vessels, but no values that are 
characteristic of the tension of glaucoma could be determined 
either within the large vessels or within the precapillaries. It 
was found however that, when the ocular tension increases, 
the pressure within the intra-ocular vessels increases also but 
that that of the extrabulbar vessels does not. Miller and 
Parrisius discovered by capillaroscopy that the vasomotor 
instability of glaucomatous persons was a characteristic pecu- 
liarity. Mészaros, Toth and the author came to the same 
cqnclusion. The reactive hyperemia (the filling up of the 
bloodless finger with blood, normally within one to two sec- 
onds) is prolonged in glaucomatous persons. These data seem 
to prove that the capillary pressure increases in glaucomatous 
persons. During investigations by means of the tonograph the 
author observed that there is a difference between the ampli- 
tude of the oscillations in glaucomatous hypertonic persons and 
that in sufferers from thrombosis of the central retinal vein. 
The tonographic reading in glaucomatous persons at 200 mm. 
of mercury pressure shows a normal oscillation of from 8 to 
10 mm., against over 15 mm. in thrombotic individuals, prov- 
ing that there is a decrease of elasticity in the walls of the 
vessels. Inflammatory glaucoma rarely occurs in persons suf- 
fering from grave arteriosclerosis (nephrosclerosis and dia- 
betes) but their capilloscopic reading, as well as the tonogram 
and the dermal-tension value, differs from that found in cases 
of glaucoma. The acute capillary dilatation observed during 
glaucomatous attacks is possible only with an elastic wall of 
the vessels and not in the rigid brittle wall of arteriosclerotic 
persons. Of the 3,254 glaucomatous patients reviewed from 
the First Ophthalmological Clinic from 1904 to 1933—and of 
the smaller series from the ophthalmologic department of the 
policlinic—60 per cent were women, and 80 per cent of the 
acute attacks befell women at the time of the climacteric. 
This ratio explains the relation of glaucoma to the endocrine 
system and renders the vasomotor instability of glaucomatous 
persons easily understood, as during the climacteric women 
are disposed to congestion, perspiration and similar vasomotor 
reactions. The frequency of glaucomatous attacks in winter 
is conspicuous. This connection with meteorologic conditions 
again points toward vasomotor instability of the capillaries. 
Primary glaucoma, in contrast to the inflammatory type, devel- 
ops because of arteriosclerotic alteration and accordingly does 
not show any great increase in ocular tension. The destruc- 
tion of the optic nerve seems to be the sequel to the circula- 
tory defect and to the resulting alimentary deficiency. The 
third type of glaucoma is that following thrombosis of the 
central retinal vein. As a rule the victims are people of 
advanced age whose blood pressure is high and the amplitude 
of whose tonographic reading is large. In whatever organ 
thrombosis may be located, pathologic products such as car- 
bonic acid, lactic acid, citric acid and hydrochloric acid accu- 
mulate, and this must necessarily be the case within the eye. 
It is probable that under the influence of these substances the 
vitreous body slowly begins to swell up and gradually increases 
the ocular tension, and glaucoma in these cases of thrombosis 
of the central retinal vein is probably caused by an alteration 
in the hydrogen ion concentration. 


Glasgow Medical Journal 

13: 105-156 (March) 1939 
Recent Theories of the Nature of Glaucoma. I. C. D erica —p. 105. 

*Carcinoma of Pancreas. Marjorie Gillespie.—p. 11 
Carcinoma of Pancreas.—According to a in a total 
of 1,861 postmortem examinations performed during the last 
seven years forty-three pancreatic tumors were found, 2.3 per 
cent, or about 10 per cent of all tumors. Thirty-one of these 
cases occurred in men and twelve in women. Their ages varied 
from 36 to 79 years, the mean being 60 years. In thirty-two 
cases the neoplasm originated in the head, in five in the body 
and in six in the tail of the pancreas. In only fifteen of the 
tumors of the head of the pancreas was jaundice present. 
Jaundice is an aid to diagnosis, but no jaundice was evident in 
more than half of these cases. Metastases to various parts of 
the body were found in thirty-three instances. Metastases were 
more common in carcinomas of the parenchyma than in those of 
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the duct. Microscopic sections were available in only thirty- 
one cases. Of these, eleven were duct carcinomas and twenty 
were carcinomas of the parenchyma. Of the former, ten origi- 
nated in the head and one in the tail; of the latter, ten were 
tumors of the head, six of the body and four of the tail. The 
duct carcinomas showed infiltration of other organs by direct 
extension in six out of the eleven cases. The organs affected 
were the liver, the duodenum and the left adrenal. All the 
parenchymatous carcinomas showed wide metastases, the adrenals 
being the most commonly affected organs. The duct carcinomas 
tended to be scirrhous in type, the neoplastic ducts being sur- 
rounded by masses of fibrous tissue. The parenchymatous 
tumors consisted of masses of cells varying in shape—oval, 
cuboidal or round. 


International Journal of Psycho-Analysis, London 
20: 1-136 (Jan.) 1939 

If Moses Was an Egyptian. . S. Freud.—p. 

Preliminary Notes on the Problem of Akhenaten. J. “baie —p. 33. 

A Dream of Descartes: Reflections on Unconscious Determinants of 
Sciences. S. Schénberger.—p. 43. 

Relations Between Clinging and Equilibrium. P. Schilder.—p. 58. 

Regression of Ego-Orientation and Libido in Schizophrenia. R. Bak.— 


p. 64. 
Discussion of Certain Forms of Resistance. Helene Deutsch.——-p. 72. 


Irish Journal of Medical Science, Dublin 
No. 158: 49-96 (Feb.) 1939 
War, Famine and Pestilence. J. T. Wigham.—-p. 49. 
Circulation of Maternal Blood Through the Placenta. 
—p. 59. 
Intracranial Cysts. 
Ovarian Dysmenorrhea: 
Treatment. O. Browne.—>p. 73. 
Antenatal Nutrition in Dublin: 
and W. R. Fearon.-—p. 80. 


Ninian Falkiner. 


A. A. McConnell and S. J. Douglas.—>p. 


6. 
Short Review of the Etiology, Diagnosis and 


Preliminary Survey. G. C. Dockeray 


Journal of Mental Science, London 
83: 185-380 (March) 1939 
Methodologic Consideration of Jung’s Typology. W. Stephenson.—p. 185. 
* Histologic ae in the Brain in Mongolism. A. Meyer and T. B. 
Jones.—p. 
Disturbances of Glucose Tolerance and of the — — Equilibrium 
in Manic-Depressive Insanity. J. K. Marshall.—p. 
Some Verbal Problems Connected with Character tetas 
Oldfield.—p. 245. 
Congenital Ichthyosis, Idiocy, Infantilism and Epilepsy-—-The Syndrome 
of Rud. R. M. Stewart.—p. 256 
Facial Expression in Schizophrenic Drawings. F. Reitmann.—p. 264. 
Phenylpyruvic Oligophrenia: Three Cases. R. M. Bates.—p. 273. 
Thrombophlebitis Occurring in Patients Receiving Barbiturates: 
corded Complication of Sleep Treatment. H. A. Palmer.—p. 276 
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Histologic Changes in the Brain in Mongolism.—Meyer 
and Jones examined histologically the brains of fifteen cases 
of mongolism and in ten of these they found definite changes. 
These changes consisted mostly of widespread proliferation of 
the fibrous glia, which often was not accompanied by corre- 
sponding changes in the myelin and cell picture. The patho- 
genesis of the changes is discussed, and it is shown that the 
observations are not likely to represent the pathologic sub- 
strate underlying mongolism. They throw light, however, on 
the interpretation of the changes reported by previous writers. 
Most of these investigators discussed the changes in the brain 
as an expression of the pathologic process underlying mon- 
golism. Reserve is necessary in submitting far-reaching con- 
clusions. The authors’ material, which represents a wide 
variation in length of life, shows that relatively recent changes 
may be found even in persons who die in the third decade of 
life. It is therefore likely that all such changes must be 
regarded as accidental to the pathologic changes of mongolism. 
It may well be that the incidence of pathologic changes is 
greater in mongolism than in other conditions, owing to the 
peculiar constitution of the mongol. One might even assume 
that the same functional abnormality underlying mongolism 
produces also the histologic changes which, though constant, 
would obtain a certain significance as indicator of the patho- 
genesis of mongolism; but this is at present purely speculative. 
Enough is not known about the reaction of the brain to bodily 
diseases, especially in infancy and childhood, and therefore it 
cannot be decided whether this reaction is more severe in 
mongols than in other defective and normal persons. Syste- 
matic control will be necessary before a real appreciation of 
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the cerebral changes in mongols will be possible. Investiga- 
tions in this direction are in progress in this laboratory. There 
is no consistent correlation between the size of the brain stem 
and the degree of glial scarring, though it #s conceivable that 
the glial scarring, if severe, might contribute to the smallness 
of size. Mongols are considered to be “able bodied” and gross 
neurologic symptoms are absent. The authors’ investigation 
has trated to them how erroneous comparative work 
based on measurements of cyto-architectonics and myelo- 
architectonics alone might be. Such comparative studies are 
necessary, but they must include a complete histologic analysis 
if serious errors are to be avoided. 


Journal of Pathology and Bacteriology, Edinburgh 
48: 245-492 (March) 1939. Partial Index 
*Wernicke’s Encephalopathy (Polio-Encephalitis Haemorrhagica Superior) : 
Its Alcoholic and Nonalcoholic Incidence. A. C. P. Campbell and 
H. Biggart.—p. 245. 

Effect of Presence of Malignant Tumor on Development of a Second 
Malignant Tumor. G. M. Bonser and K. I. Connal.—p. 263. 

Immature Cell Erythremia in Adult. M. C. G. Israéls.—p. 299. 

Leuko-Erythroblastic Anemia and Myelosclerosis. Janet M. Vaughan and 
C. V. Harrison.—p. 339. 

Effect of Sympathectomy on Development of Experimental Arterial Dis- 
ease. C. V. Harrison.—p. 353. 

Study of Lesions Produced Experimentally by Cowpox Virus. 
Downie.—p. 361. 

Diabetes Insipidus. 

. 405. 

Red. Cell Fragility in Tropical Macrocytic Anemia. 
and Lucy Wills.—p. 437. 

Factors Which aienien the Fate of Hemolytic Streptococci (Group A) 
in Shed Blood and in Serum. A. T. Fuller, L. Colebrook and W. R. 
Maxted.—p. 443. 

Wernicke’s Encephalopathy.—Campbell and Biggart cite 
twelve cases of Wernicke’s encephalopathy, in only one of which 
frank chronic alcoholism could be established; in the others 
alcohol could be completely eliminated as a causal factor. The 
nonalcoholic cases occurred as complications of a wide range 
of primary conditions: gastric carcinoma (three cases), chronic 
dyspepsia with gallstones and old gastro-enterostomy, pernicious 
anemia, macrocytic anemia following intestinal resection, preg- 
nancy (two cases; hyperemesis was present in one case), bron- 
chiectasis, chronic pyosalpinx and a vague illness in a child, 
possibly whooping cough. The pathogenesis of the encephalop- 
athy is not clear. However, of the pathogenic factors which 
may be present singly or in combination, vitamin deficiency, 
especially deficiency of vitamin B:, seems to be the most obvious 
possible common factor in the range of primary diseases which 
lead to the encephalopathy. Wernicke’s encephalopathy is a 
clearcut pathologic entity which, unless specifically looked for, 
may easily be missed at postmortem examination. 


Experimental Diabetes Insipidus.—In an attempt to arrive 
at some conclusion as to the factor or factors responsible for 
the production of diabetes insipidus, experiments were begun 
by Biggart and Alexander some three years ago on the dog. 
They found it possible to produce diabetes insipidus in the dog 
(temporary polyuria in fifteen and permanent in fourteen) by 
a lesion which involves the supra-optic nuclei or the supra-optic 
hypophysial tracts. It appears that the hypothalamus and the 
posterior hypophysis complex must be considered a functional 
unit as regards water metabolism; the experiments suggest that 
the supra-optic hypophysial tract serves as the motor-secretory 
mechanism for the elaboration of the antidiuretic factor. In 
other words, even when the lesion found in a patient with 
diabetes insipidus is confined to the hypothalamus, the syndrome 
is in effect an endocrine deficiency due to the lack of stimulus 
for the secretion of the hormone. It is probable that there 
exists some quantitative relationship between the amount of 
damage done to the supra-optic hypophysial tracts and the 
presence of the polyuria, as in the present experiments unilateral 
damage never resulted in permanent polyuria. The three phases 
which were seen during the onset of the permanent experimental 
polyuria were a transient polyuria, a period of normal output 
and finally the appearance of the permanent phase. Hypo- 
physectomy or pancreatectomy abolished this polyuria, while 
thyroid medication usually increased it. The authors conclude 
that the supra-optic nuclei are in some way sensitive to the 
water needs of the body, that they serve as the nervous centers 
which stimulate the secretion of the antidiuretic factor and that 
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this factor is in all probability manufactured in the pars nervosa. 
Diabetes insipidus results when this neuro-endocrine system 
loses its functional integrity, either by reason of a hypothalamic 
lesion interrupting the path of motor-secretory impulses or by 
reason of replacement or destruction of the secretory tissue in 
the pars nervosa. In order that such loss of functional integrity 
may be clinically apparent, a certain amount of functioning 
anterior hypophysial tissue must be present. This diuretic func- 
tion of the anterior hypophysis is probably mediated through 
other endocrine glands, and the evidence available suggests that 
the thyroid and pancreas are of importance in this respect. 


J. Royal Inst. Public Health and Hygiene, London 
2:71-136 (Feb.) 1939 
Control of Infectious Diseases in Schools. Discussion at the Institute 
on 19th Ja anuary. . Adamson.—p, 
Physical Fitness in Royal Air Force Flying Personnel. 
91. 


G. S. Marshall. 


Subacute Rheumatic Infection. G. D. Kersley.—p. 101. 

Value of Sulfur and Iodine in Treatment of Chronic Arthritis. E. 
Fletcher.—p. 104. 

Health Education and the Local Authorities. J. M. Mackintosh.—p. 112. 

Role of the General Practitioner. J. B. Miller.—p. 121. 

Medical Examination of the Applicant for Employment. 
wood.—p. 126 
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Journal of Tropical Medicine and Hygiene, London 
42: 49-64 (Feb. 15) 1939 
The Problem of the Amebic Carrier. H. W. Y. Taylor.—p. 49. 
Note on Filariasis in the Southern Province, Ceylon, 1938. W. L. P. 
Dassanayake.—p. 51. 


Diseases of the Skin in Negroes. L. J. A. Loewenthal.—p. 53. 


Lancet, London 
1: 491-552 (March 4) 1939 


A Plea for the Woman in Gynecology and Obstetrics. C. Lane-Roberts. 


C. H. Stuart-Harris. 
& 


p. 

Neurotropic Strain of Human Influenza Virus. 

*Colloidal Aluminum Hydroxide in Treatment of Peptic Ulcer. 
Bennett and A. M. Gill.-—p 

*Clinical Administration of Androgens: 
G. L. Foss.—p. 502. 

Uterine Hemorrhage Induced by Oral Administration of Pregneninonol. 
B. Zondek and S. Rozin.—p. 504. 


Comparison of Various Methods. 


Sodium Bicarbonate Solution in Diabetic Coma. Kirk.— 
. 505. 
Cardiazel Treatment of Schizophrenia and Allied States in Indian 
Patients. M. V. Govindaswamy.—p. 


Isolated Avulsion Fracture of the Lesser “Tuberosity of the Humerus. 
. P. McGuinness.—p. 508. 

Colloidal Aluminum Hydroxide for Peptic Ulcer.—Ben- 
nett and Gill believe that it is not justifiable to treat any 
patient with peptic ulcer by any medicinal substance with neg- 
lect of diet. Since many patients show great clinical improve- 
ment when treated by diet alone, it is difficult to assess the 
relative value of various alkalis. They have, however, treated 
some thirty outpatients of both sexes, between 29 and 72 years 
of age, suffering from gastric, duodenal or anastomotic ulcers 
by placing them on small frequent soft or fluid feeds with an 
alkaline powder taken one hour after each feed. After various 
periods each patient was asked to substitute aluminum hydroxide 
gel for the powder and to note any differences. All but two 
patients expressed a preference for the gel; nearly all were 
completely free from pain while taking this preparation, but 
five obtained no relief. The clinical impression was that the 
benefit was fully equal to that derived from the alkaline powder. 
Diarrhea, which is often very troublesome in patients under 
treatment with alkalis, was absent in all but one patient. Five 
patients had slight constipation, which was easily counteracted 
with liquid petrolatum. Aluminum hydroxide does not proguce 
alkalosis. 

Clinical Administration of Androgens.—Foss compared 
the efficiency of various preparations of androgens given by 
different routes in maintaining sexual function in a male 
postpuberal eunuch. The preparations were given in suc- 
cession with short free intervals over a period of a year, and 
bland ointment and injections of sesame oil were given as con- 
trols. The minimal weekly effective dose of testosterone pro- 
pionate when given by subcutaneous injection was 40 meg. To 
obtain an equivalent effect it was found necessary to give from 
two to three times this dose rubbed in as ointment, six times 
the dose rubbed in as tincture or twenty times the dose orally. 
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Progesterone was found to prolong the action of testosterone 
propionate when given in conjunction with it. Total testicular 
extracts had little effect when given by injection and no effect 
when given by mouth. 

Isotonic Sodium Bicarbonate Solution in Diabetic 
Coma.—Kirk reports two cases of diabetic coma with severe 
acidosis in which treatment with insulin did not rapidly bring 
about the expected improvement of the acidosis. Treatment 
with isotonic (1.3 per cent) solution of sodium bicarbonate 
immediately relieved the coma. 


Medical Journal of Australia, Sydney 
1: 249-286 (Feb. 18) 1939 
Psychiatry: Past, Present and Future: Lecture I. Retrospect. W. E. 
ones.—p. 249. 
*Trauma and Intracranial Tumors. L. B. Cox.—p. 256. 
Hemorrhage of Brain Stem as Significant Complication of Intracranial 
Tumors. L. B. Cox.—p. 259. 
Sudeck’s Atrophy. N. Little.—p. 263. 
A Miscellany. L. Duncan.—p. 265. 


1: 287-330 (Feb. 25) 1939 
Psychiatry: Past, Present and Future: Lecture II. 
and Future of Psychiatry. W. E. Jones.—p. 287. 
Anxiety States in General Practice. K. B. Noad.—p. 294. 
Id. W. H. Arnott.—p. 297. 
per Anastomosis in Treatment of Facial Paralysis. 
00. 


Present Position 


C. Trumble. 


Alleged Painful — and Poor Results of Antrostomy. A. B. K. 


Watkins.—p. 


Trauma and Intracranial Tumors.—In a series of 150 
consecutive cases of proved intracranial tumor, Cox found that 
trauma appeared to have been related to the onset of symp- 
toms in four cases (2.6 per cent) or possibly five (3.3 per 
cent). In two of these, intracranial tumors were almost cer- 
tainly present at the time of the injury. In one the micro- 
scopic study strongly suggested that the injury had caused 
focal changes within the tumor, about which a considerably 
enhanced rate of subdivision of the neoplastic cells was taking 
place. In two cases tumors were found in the regions of 
known sites of injury of a fairly severe grade. It is likely 
that in one of these the tumor did follow the injury; in the 
other it is possible that the tumor followed the injury, for, 
although a long period elapsed between its clinical onset and 
the injury, it was of a slowly growing type. It is thought 
that a brain containing a tumor is more likely to be injured 
by a blow than a normal brain. This seems to be true also 
for areas of the central nervous system containing simple mal- 
formations. A brain already the seat of inflammation would 
certainly have an enhanced susceptibility to injury. This may 
explain the apparently traumatic origin of many of the inflam- 
matory and degenerative conditions of the central nervous 
system. 


New Zealand Medical Journal, Wellington 
38: 1-62 (Feb.) 1939 


Chronic Gastric Ulcer: Considerations Regarding Treatment. M. A. 
Falconer.—p. 

Rhabdomyomatosis ‘of Heart Associated with Tuberose Sclerosis of Brain 
and Multiple Cysts of Kidneys. D. T. Stewart.—p. 
Points in Diagnosis and Prevention of Ascaris Infection, 

p. 23. 
An Unusual Bathing Fatality. 
Transurethral Prostatectomy. 


C. Lane.— 


J. B. Liggins.—p. 27. 
C. M. Greenslade.—p. 30. 


Chinese Medical Journal, Peiping 
55: 93-200 (Feb.) 1939 

Calcium and Phosphorus Metabolism in Osteomalacia: VII. Effect of 
Ultraviolet Irradiation from Mercury Vapor Quartz Lamp and Sun- 
light. H. I. Chu, T. F. Yu, K. P. Chang and W. T. Liu.—p. 93. 

Acute Abscess of Lung. F. T. Ranson.—p. 125. 

Amebiasis of the Penis. H. E. Shih, Y. K. Wu and V. T. Lieu.— 
p. 139 

Studies on Beta Hemolytic Streptococcus: I. 
Classification (Griffith). R. H. P. Sia.—p. 146. 

Id.: Il. Serologic Types Isolated from Scarlet Fever Patients and Their 
Contacts. C. J. Wu and R. H. P. Sia.—p. 150. 

Preliminary Observations * Effects of Filarial Infection on Culex 
Pipiens Var. Pallens Coq. M. K. Hu.—p. 154. 

Plague Work in Fukien: B, he Bi Survey of North Fukien Towns. 

Yang, E. Landauer, C. K. Kao and P. C. Lin.—p, 162. 

New Concentration Method for Demonstration . Tubercle Bacilli in 
Stools. HH. F. Chang and B. H. Y. T’ang.—p. 

Actinomycosis of the Cervix Uteri: Report of Case 
and A. V. Greaves.—p. 180. 


Technic of Serologic 
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Annales de Médecine, Paris 
45: 161-240 (March) 1939 

Disturbances in Sugar Metabolism in Course of Azotemia. M. Villaret, 
L. Justin-Besangon, A. Rubens-Duval and P. Barbier.—p. 161. 
Anatomoclinical Study of Cerebral Form of Arterial Hypertension, 

F. Thiébaut.—p. 184. 
*Cardiovascular Disturbances and Myxedema. P. Savy, R. Froment and 
Jeune.—p. 21 

Deep- Seated Forms of Hodgkin’s Disease: Purely Abdominal Form of 
Hodgkin’s Disease. I. Stoia and P. Stanciulesco.—p. 232. 
Cardiovascular Disturbances and Myxedema.—lIn this 
report Savy and his associates discuss the pathogenic and thera- 
peutic aspects of the cardiovascular disturbances which are 
observed in the course of myxedema. They show that two types 
of cardiovascular disturbances can be observed in myxedema. 
To the first group belong those which can be traced directly 
to the myxedematous condition and which subside or disappear 
under the influence of organotherapy with thyroid. In the order 
of their, frequency they are the diminution of voltage of the 
electrocardiographic tracings, more or less severe degrees of 
cardiac hypertrophy, some disturbances in tension and, in excep- 
tional cases, anginal symptoms. All of these disturbances are 
benign and easily cured if they are not of too long standing. 
To the second type belong the lasting and incurable forms of 
cardiovascular disturbances. They are often aggravated rather 
than improved by thyroid therapy. Their prognosis is unfavor- 
able and the connection with the thyroid insufficiency is uncer- 
tain or indirect. To this group belong coronaritis with or 
without anginal signs and with or without myocardial infarct; 
also considerable and persistent hypertensions and certain cases 
of cardiac insufficiency. The pathogenesis of these different 
types of cardiac disorders still involves numerous uncertainties. 
Although the tissular infiltration which is characteristic of the 
myxedematous state intervenes in the genesis of cardiac hyper- 
trophy, and although the disturbances of neuromuscular excita- 
tion or of the cellular metabolism without doubt account for 
the modifications of the electrocardiographic voltage, on the 
other hand the role of thyroid insufficiency in the development 
of the arterial lesions is still only probable. The solution -of 
the latter problem is of first importance for exact estimation of 
thyroid insufficiency as well as for the well founded total thyroid- 
ectomy in the treatment of angina pectoris and still more to 
throw light on the etiology and the pathogenesis of arterial dis- 
turbances, nearly all of which are as yet unknown. 


Archives des Maladies de l’Appareil Digestif, Paris 
29: 121-240 (Feb.) 1939 
Russel-Body Cells (Metaplasmocytes) of Gastric Mucosa and [ron Metab- 
olism. F. Moutier.—p. 121. 
Is Syphilitic Celialgia Merely Unrecognized Pancreatitis? J.-R. Pinsan. 
“Statistical Data on Speed of Sedimentation in Gastroduodenal Ulcers. 
M. Demole and P.-E. Perret.—p. 194. 
Speed of Sedimentation in Gastroduodenal Ulcers.— 
Demole and Perret report the technic and conclusions of their 
clinical examination of 102 cases of gastroduodenal ulcers. Only 
cases were included in which diagnosis was confirmed by the 
roentgenograms. In several cases retests were made. The age 
of the patients ranged from 20 to 90, with a preponderance in 
the years between 30 and 65 and with the classic predominance 
of men (seventy-eight) over women (twenty-four). The Wester- 
green technic was employed and resulted in the formation of 
three groups: normal (group 1), somewhat accelerated (group 2) 
and exceedingly rapid (group 3). Group 1 contained sixty 
cases (59 per cent), group 2 contained twenty-eight (27 per 
cent) and group 3 was represented by fourteen (14 per cent). 
The 102 cases show the following distribution: group 1, simple 
ulcers forty-one (80 per cent), complicated* ulcers nineteen 
(37 per cent); group 2, simple ulcers eight (16 per cent), com- 
plicated ulcers twenty (39 per cent); group 3, simple ulcers 
two (4 per cent), complicated ulcers twelve (24 per cent). The 
high percentage of normal sedimentation (80) in simple ulcers 
was expected. Certain complications, such as perivisceritis, have 
no effect on sedimentation. Acceleration is seen in 63 per cent 
of the complicated ulcers. Grouped according to site (gastric, 
pyloric, duodenal) ulcers exhibited the following distribution: 
group 1, gastric twenty, pyloric six and duodenal thirty-four ; 
group 2, gastric fifteen, pyloric three and duodenal ten; group 3, 
gastric eight, pyloric one and duodenal five. It can be assumed, 
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they say, that in ulcers showing normal sedimentation the 
chances of improvement are better. Ulcers with accelerated 
sedimentation are likely to suffer relapse or lead to grave com- 
plications. Extensive variation of acceleration may appear in 
the same patient even within a few days, which emphasizes the 
need of retesting. On the other hand, a surprising stability in 
sedimentation may be observed extending over several years. 
Hemorrhages do not cause an immediate acceleration. There- 
fore, an apparently normal sedimentation may well have been 
preceded by a recent and even serious hemorrhage. The authors 
conclude that: 1. In the great majority of cases a “pure” 
gastroduodenal ulcer has no effect on the sedimentation speed. 
A foreign cause is nearly always found at the bottom of an 
ulcer clinically or roentgenographically simple but accompanied 
by accelerated sedimentation. 2. Complication of an ulcer by 
hemorrhage, stenosis, biloculation, perforation or induration does 
not invariably modify the speed of sedimentation. 3. Conse- 
quently, if an ulcer with rapid sedimentation is clearly estab- 
lished and nothing in the general condition of the patient, after 
detailed examination, can account for this acceleration, either 
the presence or the imminence of a complication must be 
suspected. 


Journal de Médecine de Lyon, Lyons 
20: 139-174 (March 5) 1939 

Nervous and Muscular Lesions Connected with Vitamin E Avitaminosis. 
A. M. Pappenheimer. —?P. 

*Chronic Pylephlebitides in Banti’ s Disease. P. Croizat and M. Picard. 
—p. 145. 

ponte Mosquitoes of the Region of Lyons: Larva and Nympha of 
**Aedes Pulchritarsis."” E. Roman.—p. 153. 

Studies on Metabolism of Vitamin C: Critical Study of Tillmans’s 
Method; Its Clinical Value for Urinary Tests. M. Vauthey.—p. 161. 
Chronic Pylephlebitis in Banti’s Disease.—Croizat and 

Picard do not report new facts on the pathologic anatomy nor 
do they elucidate completely the still disputed pathogenesis of 
chronic pylephlebitis in the course of Banti’s disease, but they 
aim to discuss the probable if not certain symptoms of pyle- 
phlebitis. They include under this term disorders of the portal 
system in the widest meaning of the word; that is, even lesions 
of the distal branches of the portal network. They analyze 
sixteen cases, some of which had already been surveyed in 
previous reports. Recently they observed a new case of pyle- 
phiebitis in Banti’s disease and, since it demonstrates the diag- 
nostic difficulties and the seriousness of the evolution, they 
describe and discuss this case in detail. It concerned a woman 
aged 35 who came under their observation in April 1938. The 
anamnesis revealed that she had had a keratitis during child- 
hood and Pott's disease at the age of 14. The present disorder 
began in June 1937 with impairment of the general condition 
and with dyspeptic disturbances. Then ascites developed, which 
necessitated repeated punctures. After one of these punctures 
the existence of an enormous splenomegaly was observed and 
it was found that the patient had had attacks of diarrhea with 
bloody stools. For a while the patient’s condition remained 
unchanged; under the influence of injections of diuretics the 
ascites remained stationary, and an existing anemic condition 
was improved by hepatotherapy. However, since neither the 
ascites nor the splenomegaly receded, a pylephlebitis was thought 
of and a surgical operation was decided on. The operation 
corroborated the diagnosis pylephlebitis. The ascites recurred 
after the operation, but after puncture it returned slowly. The 
patient died several months later. In the course of the necropsy 
it was found that the spleen presented the aspects of Banti’s 
disease. Observations in this case and the analysis of other 
cases convinced the authors that chronic pylephlebitis is a fre- 
quent complication of Banti’s disease. It seems to be definitely 
established that it is secondary to the splenic lesions and not 
a primary disorder. Unfortunately, pylephlebitis does not have 
a pathognomonic symptom and for this reason its diagnosis is 
difficult. Nevertheless, in the order of their frequency the most 
important symptoms are gastrointestinal hemorrhages, which 
the authors encountered in two thirds of the cases analyzed by 
them; then ascites and edema of the inferior members, which 
was observed in half of the cases. Laboratory methods furnish 
no information. Nevertheless, the correct diagnosis is of great 
importance because it contraindicates splenectomy, which, in 
the chronic cases of pylephlebitis, always results in death from 
acute, postoperative pylephlebitis. 
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Journal d’Urologie, Médicale et Chirurgicale, Paris 
47: 177-272 (March) 1939. Partial Index 
*Rapid Cure of Orchiepididymitis by Injecting Procaine Hydrochloride 
into Vas Deferens. M. Imbert.—p. 17 
Anesthetic Blockage of Renal Pedicle: Its Diagnostic and Therapeutic 

Value. R. Liotier and P. Bonnefoi.—p. 193. 

Case of Renal Tuberculosis of Left Kidney with Congenital Anomaly of 

Right Kidney. H. Datyner.—p. 205 

Case of Congenital Hypoplasia of Right Kidney. 

and I. Bratu.—p. 214. 

Injection of Procaine Hydrochloride for Orchiepididy- 
mitis.—Imbert decided to treat acute cases of orchiepididymitis 
by blocking the terminations of the perideferential nerves by 
means of the injection of an anesthetic. He describes his experi- 
ences with this method by briefly reporting the clinical histories 
of twenty-three patients with acute orchiepididymitis, fifteen of 
which were of gonococcic origin, one of colibacillary origin and 
in seven of which the orchiepididymitis developed in the course 
of urinary disorders. He resorted to anesthetic blocking of the 
perideferential nerves also in one case of chronic orchiepididy- 
mitis. He uses a glass syringe of 20 cc. capacity, a fine and 
long needle and a 1 per cent solution of procaine hydrochloride. 
As a rule, it is necessary to anesthetize the point of puncture; 
nevertheless, if the patient is afraid or if the deferent canal is 
painful and congested, ethyl chloride may be applied at the 
point of injection. After disinfection of the skin the funicular 
portion of the cord is grasped and taken between the thumb 
and index finger of the left hand. The needle is attached to 
the syringe and with the right hand is introduced into the middle 
of the cord; injection is made in a manner so as to bathe the 
cord with the anesthetic. After the injection the patient remains 
in bed and the scrotum is elevated. Only one injection is neces- 
sary as a rule, but if on the following day the pain is not 
diminished it is best to renew the injection. A third injection 
may be made if necessary. The operation is simple and harm- 
less; it never gives rise to complications, except that a slight 
swelling may exist for several days at the site of injection. 
The analgesic effect of the treatment becomes manifest at the 
end of one or several hours, the temperature decreases and the 
general condition and the appetite improve. The scrotal edema 
disappears and the thickening of the tunica vaginalis diminishes. 
From the second day on, the scrotum becomes wrinkled and 
palpation of the testes and of the epididymis is possible. After 
three days the patient can resume his occupation if he so desires, 
but if possible he should rest a little longer; for, although the 
pain and inflammation may have disappeared, the anatomic cure 
is not yet complete. The author gained the impression that 
approximately two weeks is required for anatomic cure in gono- 
coccic orchiepididymitis and three days in the orchiepididymitis 
with banal infection. He also observed that for the simple 
orchitis which develops in urinary disorders the aforementioned 
treatment is sufficient; if a colibacillary orchiepididymitis exists, 
it is necessary to treat the septicemia. Vincent’s serum or auto- 
vaccine gives the best results and is an excellent adjuvant to 
the procaine hydrochloride injections. In gonorrheal orchi- 
epididymitis, the author employs gonococcic vaccines and cal- 
cium salts in addition to the procaine hydrochloride. Regarding 
the effect on spermatogenesis, the author says that he observed 
spermatozoa in normal numbers and of normal vitality in a 
subject in whom the orchiepididymitis had involved both sides. 
Thus he hopes that the risk of azoospermia is less after the 
described treatment with procaine hydrochloride than in some 
other ambulatory methods, such as intra-epididymal injections. 


E. Teposu, P. Bruda 


Bollettino d. Istit. Sieroterapico Milanese, Milan 
18: 67-130 (Feb.) 1939. Partial! Index 

*Investigations on Persistence of Agglutinogenic Power in Old Vaccines. 
B. Babudieri.—p. 67. 

Action of Para-Aminophenyl-Sulfonamide (Sulfanilamide) and _ Its 
Derivatives on Development and Evolution of Experimental Strepto- 
coccic Infection in Rabbits. F. Vacirca.—p. 81. 

Agglutinogenic Power in Old Vaccines. — Babudieri 
determined the persistence of antigens in typhoid-paratyphoid 
and typhoid-paratyphoid-cholera vaccines, as shown by the 
agglutinogenic power of the vaccines. He experimented on 
rabbits by using vaccines prepared two or three years previously 
with either formaldehyde or phenol as an antiseptic. The author 
found that (1) the dose of the vaccines, within certain limits, 
has no influence on the produced amount of agglutinins, (2) the 
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H and O antigens are well preserved but the Vi antigen, which 
exists in freshly prepared vaccines, does not exist in old ones 
and (3) the O antigen is not entirely thermostable. Therefore, 
when bacterial suspensions which contain the O antigen are 
placed under a temperature of 100 C. for two hours and then 
used in making quantitative determinations of the agglutinins 
in a given blood serum the results may be false. 


Archivos Argentinos de Neurologia, Buenos Aires 
20: 89-213 (March-April) 1939 

*Cerebral Metastatic Tumors. R. Soto Romay.—p. 89. 

Leptomeningeal Neuroblastoma: Cases.  R. Carrillo and M. 

—p. 172. 

Cerebral Metastases.—Soto Romay made a clinical and 
anatomic study of twenty cases of cerebral metastases out of a 
group of 286 cases of cancer of different locations in which a 
necropsy was performed. The author found that the greatest 
incidence for the production of cerebral metastases is for patients 
between 30 and 40 years of age in either sex. Epitheliomas of 
the lung, the breast and the adrenals are the most frequent 
tumors which give cerebral metastases. The number, size, dis- 
tribution and exact location of the metastases vary in different 
cases. The brain, the cerebellum and in rare cases the opto- 
striate nuclei are the nervous structures most frequently 
involved by metastases, which may be isolated or multiple and 
involve one or various structures at the same time. Frequently 
the cerebral symptoms are the first ones which show the presence 
of cancer in some other organ. The symptoms of cerebral 
metastases are similar to those given by primary cancer of the 
brain. In the majority of the cases, intracranial hypertension 
and edema of the papilla exist. The diagnosis of cerebral tumor 
is done by the presence of intracranial hypertension and edema 
of the papilla in the absence of the various conditions which 
may cause hypertension (acquired hydrocephalus, serous menin- 
gitis, encephalitis and other cerebral conditions). It is confirmed 
by iodoventriculography (x-ray examination of the brain after 
introduction of opaque substance). A diagnosis of probable 
cancerous metastases is made in the presence of intracranial 
hypertension, with edema of the papilla and actual existence or 
a history of cancer in the past in the given patient. Cancer of 
the lung, either primary or secondary, does not exist in all the 
cases of cerebral metastases. The evolution of cancerous metas- 
tases depends on the location of development of the tumor, 
probable compression of important structures, malignant type 
of the given tumor and general conditions of the patients. As 
a rule the metastases follow an evolution to final cachexia in 
from two to six months. Certain local conditions, such as 
cerebral softening and cerebral hemorrhages near to or far from 
the tumor, accelerate the evolution of the tumor. The micro- 
scopic type of cancer metastases of the brain is not necessarily 
the same as that of the primary tumor. The metastatic nodules 
cause infiltration and destruction of the nervous tissues. 


Oribe. 


Archiv fiir klinische Chirurgie, Berlin 
195: 203-454 (March 18) 1939. Partial Index 
Analysis of Methods of Treatment of Burns and of Cod Liver Oil 
Therapy of Third Degree Burns. W. Krieg.—p. 203. 
*Prevention and Treatment of Tetanus. H. Gottesbiiren.—p. 250. 
Statistical Study of Fifty Cases of Gastric Cancer in Persons Under 30. 
M. Takenouti.—p. 305 


Limited Gastric Resection for Gastroduodenal Ulceration. V. Hoffmann, 
—p. 312, 

*Results of Surgical Treatment of Hernia. E. von Novak and A. Rigler. 
—-p. 342. 


Prevention and Treatment of Tetanus.—Gottesbiren 
points out that the tetanus bacillus is not nearly as ubiquitous 
in its habitat as Clostridium welchii. Zeissler in his study of 
anaerobic flora found that, while Clostridium welchii was found 
in 100 per cent of the specimens of soil examined, the bacillus 
ot tetanus was found in only 27 per cent. The generally 
accepted view that the incidence of tetanus depends on the 
nature of the soil is contradicted by Hinstorff, who did not find 
any such relationship in a study of 567 cases occurring in 1928 
and 1929. The author discusses prophylaxis of tetanus under 
three headings: surgical prophylaxis, passive immunization and 
active immunization. Friedrich’s method of excision of the 
wound within the first six hours is too radical and not appli- 
cable to cases of extensive traumatization. Adequate treatment, 
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in the opinion of the author, consists of enlarging the wound 
so as to expose all pockets and dead spaces and to remove 
blood clots, necrotized tissue and particularly the foreign bodies 
present. The wound is kept open by gentle packing. The 
general support of the organism is of the greatest importance. 
The author advocates the injection of 2,500 units of antiserum 
(1,500 American units) within the first twelve hours, the 
sooner the better. The hypodermic method is preferred because 
of its somewhat slower absorption and, therefore, longer action 
than is the case with the intramuscular or intravenous methods. 
From two to five times this dose is advisable in territories 
with reputation for tetanus. The duration of the protective 
effect of serum is from seven to ten days. Because operative 
procedures undertaken some time after the injury have a 
tendency to reactivate the latent tetanus infection, it is advis- 
able to repeat the dose. Cases of this type are to be anticipated 
by a combined passive and active immunization. The latter was 
made possible by the work of Ramon and Lowenstein, who 
detoxified the tetanus toxin by adding formaldehyde to it. 
Active immunization presents the advantage of offering defi- 
nite protection against tetanus without any of the untoward 
effects of the passive immunization, such as serum shock and 
serum sickness, The results in the treatment of developed cases 
of tetanus are still far from satisfactory. Cases with an incu- 
bation period of less than ten days give a mortality of 70 per 
cent. The tendency is to use enormous doses of antiserum. 
When blood transfusion is indicated in a case of tetanus, the 
author feels that it is of advantage to use a donor who had 
been actively immunized against tetanus. 

Surgical Treatment of Hernia.—Von Novak and Rigler 
state that all hernias, with the exception of those occurring 
in infants, can be cured by surgical intervention. It is, how- 
ever, essential to operate early in order to avoid surgical pro- 
cedures on huge hernias in elderly persons. The wearing of 
a truss is to be permitted only when definite indications exist 
and only cn the prescription of a doctor. A herniotomy presents 
definite hazards for persons with organic disease. This is par- 
ticularly true of large hernias in elderly individuals. For this 
reason such patients should be submitted to a thorough exam- 
ination. Elderly patients should be operated on only for definite 
indications and preferably during the summer time. All herni- 
otomies should be performed as far as possible under local 
anesthesia and every means employed to avoid straining. The 
authors consider a herniotomy as an operation requiring con- 
siderable technical skill and therefore not to be entrusted to 
a beginner. In the postoperative period the patients are kept 
in bed eight days and are to abstain from work for not less 
than six weeks. Since bilateral hernias do not recur oftener 
than a unilateral one and since a patient subjected to a bilateral 
herniotomy is exposed to a greater hazard than one subjected 
to a unilateral herniotomy, one should carefully weigh the 
question of performing a bilateral operation at the same time. 
The mortality in a series of 3,604 herniotomies, both simple 
and incarcerated, carried out in the course of fifteen years at 
the surgical clinic of the Pazmany Péter-Universitat, Budapest, 
amounted to 2.3 per cent. The mortality amounted to 1 per 
cent for the simple cases and 15.2 per cent for the incarcerated 
cases. Disturbances in wound healing occurred in 6.4 per cent 
and recurrences in 7.9 per cent. 


Folia Haematologica, Leipzig 
61: 289-464 (No. 3-4) 1939. Partial Index 
Unusual Forms of Pernicious Anemia. S. Thaddea and F. Sauerbruch. 
—p. 2 
*Modification of Hemopoiesis by Sternal Puncture. R. Stodtmeister and 
Buichmann.—p, 
Relative Sedimentation “Rate of Basophil Leukocytes and Myelocytes. 
A. G. H. Lindgren.—p.  P 
sy Myeloblastic Leukemia (Leukemia and Pregnancy). W. Tschopp. 
319 
Cytologic Study of Marrow in Flat Bones of Man. J. Stasney and 
J. M. Higgins.—p. 334. 
Reactions Around Granulation Tissue in Bone Marrow During Miliary 
Tuberculosis and Boeck’s Disease. R. Stahel.—p. 345. 
Aspects of Multiple Myeloma with Amyloidosis. L,. Stadler.—p, 353. 


Modification of Hemopoiesis by Sternal Puncture. — 
Stodtmeister and Btichmann state that the present status of 
knowledge seems to indicate that the cellular composition of 
the bone marrow is identical in the different parts of the 
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skeletal system. In employing sternal puncture as a diagnostic 
method, the question arises whether this intervention might 
perhaps modify the function of the bone marrow in its entirety. 
It is the object of this report to find an answer to this ques- 
tion. In a number of patients who had undergone sternal 
puncture the reticulocytes and leukocytes were determined at 
hourly intervals. Since it seemed desirable to make the studies 
on patients in whom the bone marrow was in a state of height- 
ened reactivity, several patients with pernicious anemia were 
selected for these tests. However, studies were made also on 
patients with secondary anemia and on a patient with inflam- 
matory leukocytosis. In addition to these clinical tests, experi- 
mental studies were made on dogs. Ten medullary punctures 
were made on these animals in the course of sixteen days. 
Some of the punctures were made on successive days and, to 
increase further the irritating action on the bone marrow, the 
authors on two days punctured not only the sternum but also 
the tibia of the dogs. The first six punctures were preceded 
as well as followed by a complete hemogram and the reticulo- 
cytes were counted in the blood as well as in the bone marrow. 
In the last four punctures only the leukocytes and reticulocytes 
were counted before and after the puncture. The authors 
report the results of these tests and, in evaluating them, they 
stress that it should not be overlooked that reticulocytes and 
leukocytes are subject to spontaneous fluctuations. They reach 
the conclusion that an intervention on the living bone marrow, 
such as the sternal puncture represents, has no effect on the 
cellular composition of the blood. Moreover, it is a minor 
intervention which can be made without hesitancy even in 
ambulatory practice. The puncture can be made pain free by 
infiltrating the skin and the periosteum with procaine hydro- 
chloride. The pains during the aspiration can be counteracted 
by administering morphine before the puncture. 


Miinchener medizinische Wochenschrift, Munich 
86: 361-392 (March 10) 1939. Partial Index 
Intracranial Blood Circulation in Human Subjects During Various Body 
Postures and Positions of Head. O. Muck.——p. 361. 
Chemotherapy of Malaria on Basis of Parasitologic Knowledge. W. 
Kikuth.—p. 362. 
Electrocardiographic Changes in Primary Chronic Rheumatism. B. Kern. 
PS, Page Sterile Marriage: Treatment of Postgonorrheal Sterility in 
Man. K. Ehrhardt.—p. 369. 
*Caisson Disease in Bridge Construction. R. Koenig.—p. 370. 
Postgonorrheal Sterility in Men.— According to Ehr- 
hardt the treatment of postgonorrheal male sterility has here- 
tofore been regarded as giving little promise of success; but 
he is convinced that the surgical method first introduced by 
Hagner of Washington will prove successful in many cases. 
The method consists in making an anastomosis between the 
epididymis and the vas deferens above the part that has been 
obliterated by the gonorrheal inflammation. Following its 
exposure the epididymis is split and examined for the presence 
of spermatozoa; the lumen of the vas deferens is opened and 
the two openings are joined. It is advisable to open the vas 
deferens not too high up, so that if the first intervention is 
unsuccessful a second one can be made. The author admits 
that he considered this method at first with skepticism, but the 
patient to whom he first suggested it was willing to try any 
method that might prove successful, the more so since, as 
regards function, nothing could be lost and something might 
be gained. Moreover, the intervention is comparatively simple. 
In the aforementioned case motile spermatozoa could be detected 
in the semen three weeks after the operation, and two months 
later the wife was found to be pregnant. The pregnancy 
resulted in the birth of a normal child. The author cites two 
other cases in which this operation was performed, admitting 
however that the percentage of successes cannot be estimated 
as yet. Nevertheless he thinks that many cases of postgonor- 
rheal sterility will respond to this surgical procedure. 
Caisson Disease.—Koenig observed a considerable number 
of cases of caisson disease in workers constructing bridge 
piers under rather difficult conditions, that is, under a pressure 
of 30 meters of water (excess pressure of about three atmos- 
pheres). He illustrates the varying symptomatology of caisson 
disease with four case histories. The most characteristic 
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symptoms in the first case were muscular and articular pains. 
The author says that these symptoms are the chief complaints 
of 62 per cent of the workers with caisson disease. The pains 
vary in severity from mild forms to severe forms with paral- 
ysis. In most cases unpleasant drawing sensations near the 
joints appear about thirty minutes after the worker comes out 
of the decompression chamber. The intensity of these pains 
is not uniform; they may disappear for seconds and then reap- 
pear with greater intensity. They may flash from one joint 
or group of muscles to another one. Paralytic symptoms of 
a spastic nature are comparatively rare; more frequent are 
reduced muscular tonus and weakened or abolished patellar 
tendon reflexes in the presence of bilaterally positive Babinski 
reflexes. The duration of the symptoms varies greatly. In 
the second case the light red foamy sputum, severe cyanosis 
and dyspnea indicated a partial acute pulmonary edema. The 
dark blue marmoration of the skin of the trunk indicated 
paralysis of the peripheral vessels. In the third and fourth 
cases the symptoms were typical of severe circulatory distur- 
bances and of impairment of the central nervous system. The 
conditions of collapse may become so severe that they threaten 
life. The symptoms of central impairment are vertigo, spon- 
taneous nystagmus, excessive perspiration, nausea, vomiting and 
severe fatigue. As the most important therapeutic procedure 
the author recommends immediate placement in the compres- 
sion chamber. The pressure should be brought to a point at 
which the symptoms disappear and it should be kept there for 
from fifteen to thirty minutes. The subsequent decompression 
should be slow. In a case in which consciousness has been 
lost, the pressure must be increased slowly so as to avoid rup- 
ture of the tympanic membrane. The administration of cardiac 
and circulatory remedies may prove a valuable addition to 
the use of the compression chamber. 


Strahlentherapie, Berlin 
64: 201-376 (Feb. 18) 1939. Partial Index 
Teleroentgen Therapy of Cancer Metastases. L. Mallet.—p. 201. 
Results of Close Range Roentgen Irradiation of Exposed Rectal Car- 

cinomas. H,. Chaoul.—p. 219. 

Investigations on Metastases of Esophagus. Eva Proske.—p. 227. 
*Impairment of Lung by Irradiation. R. Bauer.—p. 249. 
Impairment of Lung by Roentgen Rays: Fatal Outcome. 

and E. Krombach.—p. 267. 

Impairment of Intestine by Roentgen Irradiation. H. Buhtz.—p. 291. 
Dosimetry in Short Wave Therapy. P. Wenk.—p. 328. 

Impairment of Lung by Irradiation.—Bauer thinks that, 
in view of the large number of intensive irradiations of the 
thorax, ray injuries of the lung must be more frequent than 
the literature on the subject indicates. He reports the clinical 
and roentgenologic aspects of a case of roentgen ray injury of 
the lung which terminated in death. A mediastinal tumor, 
which had spread through the left upper field and which prob- 
ably was a thymogenic carcinoma, provided the occasion for 
three series of irradiations. The doses of roentgen rays did 
not exceed those generally applied in cases of malignant pul- 
monary tumors. In the first series of irradiations 7,810 roent- 
gens was applied to five different fields in the course of six 
weeks. Three months later, 5,600 roentgens was administered 
to the same five fields in the course of three and one half 
weeks, and after another three months 3,900 roentgens was 
applied to four fields in the course of four weeks. The author 
admits that the third series was applied after a shorter interval 
than is usually the case, for, as a rule, the third series is 
applied only after an interval of six or nine months, but in 
this case its earlier administration seemed justified in view 
of the rapid exacerbation, which was regarded as the manifes- 
tation of renewed tumor growth. The necropsy revealed, in 
addition to the extensive ray induration that resulted in death, 
a large indurated body in the upper mediastinum, in which 
tumor cells were no longer demonstrable. On the basis of a 
review of the literature the author discusses the factors that 
may lead to severe ray injuries of the lung. He thinks that, 
in addition to the size of the dose and its distribution as regards 
time and space, inflammatory, pulmonary processes and an 
individual predisposition to an inflammatory-connective tissue 
reaction of the lung play a part. Because it is difficult to 
estimate the depth dose in thoracic irradiations, great caution 
is required in such irradiations. 


E. Schairer 
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Zeitschrift f. d. ges. experimentelle Medizin, Berlin 
105: 1-272 (Feb. 18) 1939. Partial Index 
Erythropoiesis and High Mountains. A. Vannotti and H. Markwalder. 
1 


—p. 1. 
Studies on Coagulation of Blood with Especial Consideration of Hemo- 

philia: Influence of Urine on Artifically Retarded (Hemophilia-like) 

Coagulation of Plasma. W. Grunke and J. Koletzko.—p. 46. 

Action of Intravenous Administration of Hypertonic Solution of Sodium 
Chloride on Albumins and Globulins of Serum and on Viscosity of 
Blood and Serum in Healthy Peisons and in Patients with Heart 
Disease. G. Russo.—p. 149. 

Serum Phosphatase in Myeloid and Lymphatic Leukemia. D. Albers. 
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Treatment of Diabetes with Roentgen Rays. E. von Kolta and E. 
Iranyi.—p. 168. 

*Hodgkin’s Disease: I. Experimental Investigations on Etiology of 
Hodgkin’s Disease. P. Uhlenhuth and K. Wurm.—p. 205. 
Etiology of Hodgkin’s Disease.—Uhlenhuth and Wurm 

base their studies on the etiology of Hodgkin’s disease on the 
assumption that it might be an infectious disease; they regard 
this theory as justified in view of the clinical course, of the 
character of the pathologic-anatomic changes and of epidemio- 
logic observations. Reviewing the literature on the etiology 
of Hodgkin’s disease, the authors point out that a tuberculous 
etiology has been discussed repeatedly. However, on the basis 
of the results obtained so far they reject a tuberculous etiology 
but think that it is necessary to make further investigations on 
this problem. Positive tuberculin tests and positive serologic 
reactions for tuberculosis are important in patients with Hodg- 
kin’s disease because they suggest the simultaneous existence 
of a tuberculosis and make it necessary to be cautious in the 
application of roentgen therapy. The types of streptothrix and 
the diphtheroid bacilli are of no significance in the etiology of 
Hodgkin's disease and the same can be said of the granular 
antiformin-fast rods described by Frankel and Much. So far 
it has been impossible to corroborate the presence of Gordon's 
elementary bodies in Hodgkin’s disease. But although Gordon's 
test has proved a failure as regards the explanation of the 
cause of Hodgkin’s disease, and although this test can no longer 
be regarded as a corroborating factor for the virus theory of 
Hodgkin’s disease, it is nevertheless valuable as a diagnostic 
aid and it is especially helpful in the microscopic examination 
of lymph nodes that have been obtained by biopsy; this was 
demonstrated by the authors in three cases. The agent that 
is active in Gordon’s test is not restricted to human subjects 
but has been observed also in the spleen of white mice. Wurm’s 
suggestion that the agent which is pathogenic for the brain of 
rabbits (Gordon’s test for Hodgkin’s disease) represents a con- 
stituent of eosinophil cells is supported by observations made 
by the authors. This substance seems to have some connec- 
tion with a body that is identical with the Charcot-Leyden 
crystals. The authors did not succeed in transmitting Hodg- 
kin’s disease to animals. Efforts to develop a diagnostic sero- 
reaction remained without success. 


Zeitschrift fiir Tuberkulose, Leipzig 
$1: 353-426 (Feb.) 1939. Partial Index 

Theory of Early Infiltrate Still Acceptable? H. Braeuning.—p. 355. 
Onset of Pulmonary Tuberculosis in Adults and Malmros-Hedvyall’s 

“Initial Focus.’”” F. Redeker.—p. 361. 
*Results of Pneumothorax Therapy in Presence of Giant Cavities. 

Cellarius and Lemberger.—p. 382. 
Supplementary Apparatus for Thoracoscopy. 

Pneumothorax Therapy and Giant Cavities.—Cellarius 
and Lemberger investigated the fate of giant cavities under 
the influence of pneumothorax therapy. Their studies were 
made on a material comprising eighty-seven cases of giant 
cavities with a diameter of 5 cm. or more. Especial attention 
was given to the presence of exudate and adhesions. The 
authors show that the opinions are still divided regarding the 
role of an exudate in the presence of an artificial pneumo- 
thorax. Whereas about one third of the investigators are of 
the opinion that the advantages and disadvantages are about 
even, about one half of them think that the disadvantages 
exceed the advantages and the remaining number emphasize 
only the disadvantages of the exudate. Only exceptionally is 
it suggested that the serous exudate is desirable by reason of 
its favorable effect. As regards the adhesions, it is generally 
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conceded that those which keep the cavity extended exert a 
harmful effect. However, not all adhesions exert the same 
unfavorable effect. The authors classify their eighty-seven 
cases of giant cavities according to whether they were uncom- 
plicated by adhesions and exudates or complicated by either 
or both of these. In the first group of eleven cases neither 
adhesions nor exudates existed, in the second group of ten 
cases there were exudates but no adhesions, in the third group 
of thirty-eight cases there were adhesions but no exudates and 
in the fourth group of twenty-eight cases there were both 
adhesions and exudates. Summarizing the results obtained 
with pneumothorax therapy in eighty-seven cases of giant cavi- 
ties, the authors say that 63.25 per cent of favorable results 
indicate that at least an attempt should be made with this type 
of treatment. In some cases pneumothorax therapy fails 
because of extensive adhesions, and surgical treatment becomes 
necessary. Pneumothorax therapy produced the most favorable 
results (100 per cent efficiency) in cases without adhesions and 
exudate. Equally favorable were the results in the cases with 
mediastinal and medial adhesions at the apex, when exudate 
developed. Of the cases without such adhesions but with 
exudate, 30 per cent failed to respond favorably to pneumo- 
thorax. This seems to indicate that the mediastinal adhesion 
gives a more secure point of attack for the diagonal traction 
and pressure effect of the exudate. The authors found that 
pleural exudates are advantageous in all cases with adhesion. 
To be sure, they disregarded the mechanically ineffective 
angular and small exudates. The authors do not agree with 
the investigators who regarded an exudate as a complication 
that is always undesirable. They think that this attitude is 
justified only in the cases in which there exists a total pneu- 
mothorax without pleural adhesions. Even in these cases the 
exudate may help in overcoming the stiffness of the wall of a 
cavity. The authors think that exudates are an advantage in 
all cases with adhesions, provided of course that a mechanical 
compression is possible. They emphasize the favorable effect 
of pneumothorax therapy in giant cavities that are located near 
the hilus; this is important, because they do not readily yield 
to other forms of collapse therapy. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
$3: 867-982 (Feb. 25) 1939. Partial Index 


Sarcoid of Boeck. J. J. Zoon.—p. 868. 

Simple Colorimetric Method for Determination of Oxygen Saturation of 
Blood, J. H. P. Jonxis.—p. 876. 

Clinical Aspects of Acute Rheumatism. P, H. Kramer.—p. 881. 
*Morphologic and Experimental Contribution to Pathogenesis® of Hepatic 
Changes in Exophthalmic Goiter. J. Zeldenrust and C. C. van Beek. 


889. 
Treatment of Sciatica. A, Gans.—p. 900. 


Pathogenesis of Hepatic Changes in Goiter.—Accord- 
ing to Zeldenrust and van Beek, the hepatic changes that are 
detected in necropsies after exophthalmic goiter differ widely. 
They consist of atrophy, fatty degeneration, stasis, cirrhotic 
changes and occasionally acute yellow atrophy of the liver. 
The opinions about the pathogenesis of these changes differ 
just as widely as the changes themselves. Whereas one group 
of investigators regards the hepatic changes in exophthalmic 
goiter as resulting from toxic impairment of the liver, others 
ascribe the greatest importance to the circulatory disturbances 
of cardiac origin. Still another point of view was advanced 
by Rossle, who in the livers of patients with exophthalmic 
goiter noted irregular blood perfusion which did not always 
concur with the aspects of cardiac stasis. He also detected 
signs of pericapillary edema and he regarded these changes 
as signs of serous hepatitis, which, like the degeneration of 
the hepatic cells, he supposed to be of a toxic nature. Necrosis 
he regarded as the result of a more severe toxic action. After 
citing investigators who agreed with Rdédssle and some who 
disagreed with him, the authors describe the clinical histories 
of and the postmortem observations in two cases and then 
give a tabular survey of fourteen cases that were studied at 
the pathologic laboratory of the university of Leyden. In the 
summary they emphasize that exophthalmic goiter is frequently 
accompanied by atrophy of the liver following degeneration of 
the hepatic cell. Occasionally the hepatic impairment is so 
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severe that necrosis of the hepatic tissue does occur and that 
the clinical and morphologic aspects indicate acute yellow 
atrophy of the liver. Moreover, acute as well as chronic signs 
of cardiac stasis can be observed. The degenerative changes 
in the hepatic cells explain the often irregular distribution of 
hepatic stasis. The authors observed no indications of serous 
hepatitis. Although they admit that the blood distribution in 
the liver may be dependent also on nervous factors, their 
morphologic investigations did not reveal that these factors 
were important for the changes in the hepatic cells, because 
the manifestations which supposedly are indicative of vasomotor 
disturbances can be interrupted also as the result of the con- 
currence of atrophy, degeneration and cardiac stasis. The 
clinical and morphologic aspects of the heart justify the assump- 
tion that they have a pathogenic role in hepatic stasis. 


Acta Medica Scandinavica, Stockholm 
99: 1-97 (March 9) 1939, Partial Index 
Studies on Ascorbic 4 by Means of the Photelgraph. T. Guthe and 

K. K. Nygaard.—p. 1. 

*Some Factors of Coagulation, Especially with Problem 
of Hemophilia. W. M. Bendien and S. van Creveld.— 

Problem of Neurosis. H. Léfvendahl.—p. 28. 

Pseudo-Achylia. W. Kerppola.—p. 45. 

Experimental Investigations on Toxicity of Mandelic Acid. 

vanec, J. Stolz and R. Zadina.—p. 61. 

*Clinical Aspects of Giardiasis. P. de Muro.—p. 78. 
Schistosomiasis in South Africa. F. G. Cawston.—p. 92. 

Coagulation of Blood and Hemophilia.—Bendien and 
van Creveld studied the coagulation-promoting activity of fresh 
normal serum and plasma. They found that in plasma the 
coagulation-promoting factor is attached to fibrinogen; in serum 
this factor is not ultrafiltrable and is present in a coarse- 
disperse phase. However, the factor is not identical with nor 
attached to euglobulin. They describe a method for precipita- 
tion from the serum of the so-called coagulation globulin, the 
substance which promotes coagulation. It proved possible to 
prepare solutions of coagulation globulin which promoted 
coagulation more effectively than did the original fresh serum. 
When these solutions were kept in the cold or in a sterilized 
condition their coagulation-promoting activity decreased only 
slowly. The authors describe the effects of oral, intramuscular 
and intravenous administration of such solutions on the coagu- 
lation time of some hemophilic patients. Only with the intra- 
venous injections were distinct reductions of the coagulation 
time of the blood observed. A modification of Eley’s method 
is described by means of which the authors could prepare from 
human placentas solutions that were poor in protein content 
but had a strong coagulation-promoting activity in vitro on 
hemophilic plasma and blood. No therapeutic effect was seen 
of the oral or intramuscular administration of these products 
in hemophilia or of the oral administration of the original 
Eley product. Clear sterile solutions could be prepared from 
placentas which repeatedly could be injected intravenously into 
animals without detrimental effect. The same solutions could 
repeatedly be injected into patients with hemophilia also with- 
out a disagreeable reaction; the clinical results as regards the 
effect on the coagulation time were, however, distinctly inferior 
to the experiences with the serum products, although in vitro 
the coagulation-promoting influence of the placental extracts 
was much stronger. In one patient with hemophilia, who suf- 
fered from a prolonged renal hemorrhage and who did not 
react even to two blood transfusions, the hemorrhage ceased 
after one intravenous injection of 4 cc. of the placental extract. 
The authors discuss the possible identity and the protein-like 
character of the coagulation-promoting substances present in 
serum and in placental extract and suggest a relation of this 
“coagulation-globulin” to prothrombin. 

Clinical Aspects of Giardiasis.—De Muro says that before 
the World War most authors considered Giardia intestinalis a 
harmless saprophyte. This opinion was based on the fact that 
Giardia sometimes exerts no pathogenic action at all and may 
be found in healthy persons, However, it is known from bac- 
teriology that the presence of healthy carriers does not exclude 
pathogenic action. The author mentions several epidemics of 
giardiasis that were observed during the war and then reviews 
the literature on clinical observations and experimental and 
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pathologic data. iis own studies were made in forty-five 
cases of giardiasis. It was found that giardiasis appears under 
four different clinical forms: enterocolitis, rectocolitis, entero- 
hepatobiliary syndrome and pancreatic insufficiency. Entero- 
colitis was the form observed most frequently. It existed in 
twenty-eight (62.2 per cent) of the cases. Because the symp- 
tomatology is similar to that of amebiasis, the differentiation 
may prove difficult. Giardia enterocolitis displays at the begin- 
ning scanty phenomena. The main feature is the abnormality 
of the stools. As a rule the patient goes through a period 
with two diarrheal or soft stools a day, alternated by periods 
of normality or constipation. The stools resemble cattle dejec- 
tions, yellowish brown with pearl gray shades, owing to the 
great abundance of mucus. The smell is fetid and the reaction 
alkaline. As a rule there is no blood. After some time the 
irregular movements of the bowels become associated with 
slight crises of pain, diffused at times over the entire abdomen 
and sometimes localized in the cecocolic region, in the trans- 
verse colon and in the colic flexures, particularly the hepatic 
one. After a long time the general condition becomes impaired. 
Many patients present a more or less profound asthenia with 
considerable pallor of the skin and of the visible mucous mem- 
branes, presenting the aspects of slight hypochromic anemia 
with no leukocytosis and sometimes with a few eosinophils. 
Besides derangement of the bowels, asthenia and slight anemia, 
the principal symptoms, there are other symptoms. The tongue 
is somewhat reddened and often coated, the breath is fetid, 
the appetite lacking or fanciful. The digestion is slow and 
difficult and is at times accompanied by slight stomach cramps 
and decided meteorism. Chemical tests show as a rule gastric 
hypochlorhydria. Some patients present nervous disturbances, 
which become more severe when the intestinal troubles increase. 
The rectocolitic form of giardiasis was observed in three of 
the author’s patients. Two of these patients had a catarrhal 
form and one an ulcerative one. The author shows that proc- 
tosigmoidoscopy has greatly increased the knowledge of this 
form. The enterohepatobiliary syndrome, in which there exists 
at the same time duodenitis, cholecystitis and hepatitis, was 
observed in fourteen of the forty-five cases. The author fur- 
ther describes studies on pancreatic insufficiency in giardiasis. 
On their basis he feels justified in asserting that in chronic 
giardiasis there often exists a latent pancreatic insufficiency. 


Nordisk Medicin, Helsingfors 
1: 83-146 (Jan. 14) 1939 
Hospitalstidende 
*Etiology of Hydronephroses. J. C. Christoffersen.—p. 93. 

Simple Preventive Treatment for Determination of Vitamin D by Direct 
Measurement of Width of Epiphysis Zone. P. Schultzer.—p. 101. 
Etiology of Hydronephroses.—Christoffersen discusses the 

etiology of 127 cases of hydronephrosis, in all of which the 
diagnosis was verified by x-ray examination, in many on 
operation and in some at necropsy. Forty-one cases (thirty-six 
infected) were calculous hydronephroses, thirty-one were due to 
aberrant blood vessels, seventeen to ureteral anomalies, eight 
to nephroptosis with a kink in the ureter, five to compression 
of the ureter and four to cicatricial strictures in the ureter; 
twenty-one are ascribed to dynamic causes. Operative treat- 
ment was conservative as far as possible. Primary nephrectomy 
was necessary in three cases, secondary nephrectomy in two. 


Norsk Magasin for Legevidenskapen 
*Treatment of Lymph Node Metastases from Carcinoma of Lip and Oral 
Cavity. R. B. Engelstad.—p. 105. 
*Papilledema and Hypertension, I, Aasland.—p. 108. 
Four Cases of Perilunar Dorsal Luxation of Wrist. K. Harstad.—p. 110. 
Lymph Node Metastases from Catcinoma of Mouth.— 
Engelstad states that, of 135 patients with carcinoma of the oral 
cavity and 141 with carcinoma of the lip treated during a three 
year period, 32.6 and 65.2 per cent respectively are well after 
an observation period of from two and a half to six years. Of 
the patients with oral carcinoma without glandular metastases 
61.1 per cent are well and of those with glandular metastases 
17.4 per cent, while of those with lip carcinoma without glan- 
dular metastases 87.7 per cent and of those with glandular 
metastases 48.2 per cent are well. The author concludes that 


in not a few cases of glandular metastases from carcinoma of 
the oral cavity and a fairly large number of those from cancer 
of the lip teleradium treatment effects a cure, and in other 
cases the treatment may make inoperable cases operable. The 
primary treatment of these glandular metastases should always 
be radiologic; teleradium is used in most cases. If after about 
eight weeks the results are not satisfactory or if later there is 
recurrence or new metastases appear in the irradiated region, 
total bloc resection of the affected glandular area is done. The 
local effect of the combined treatment, he says, is good. The 
mortality in his material was high because a large number of 
the glandular metastases were inoperable; in many cases, partly 
also because the primary tumor was too advanced to be con- 
trolled, and in some cases probably because the cancer at the 
time of admission had extended beyond the field of the regionary 
glands. Prophylactic treatment of the glandular areas was not 
usually carried out, except irradiation of the submandibular 
region in connection with treatment of the primary cancer, but 
it is believed that a more extended irradiation would probably 
be valuable in oral cancers. 


Papilledema and Hypertension.—Aasland says that, while 
the etiology of the various disorders in which choked disk may 
appear differs, the common factor in all is arterial hypertension. 
He thinks that the extreme form with intracranial pseudotumor 
occurs only in malignant hypertension. The picture of pseudo- 
tumor depends on arterial hypertension in the cranial blood 
vessels with secondary symptoms of circulation insufficiency in 
the form of general edema and increased intracranial pressure. 
The increased pressure of the cerebrospinal fluid which is often 
present in malignant hypertension is assumed to be an accessory 
factor in the mechanism of choked disk. Two cases of intra- 
cranial pseudotumor associated with malignant hypertension are 
reported. There were bilateral papilledema of 5 and about 
7 diopters respectively. The blood pressure varied from 230 to 
250 mm. of mercury. In the second case the pressure of the 
cerebrospinal fluid rose to 360 mm. No signs of renal disease 
were established in either case. Necropsy revealed no evidence 
of cranial tumor. In spite of recommended treatment, such as 
intravenous hypertonic solutions, repeated lumbar puncture and 
depressive craniotomy, the prognosis is grave. According to 
statistics 90 per cent of the cases are fatal within two years 
after the beginning of the hypertensive changes in the eyeground, 
and most of the remaining 10 per cent within the next two years. 


1: 147-206 (Jan, 21) 1939 
Treatment of Tuberculosis of Larynx. T. Blomroos.—p, 147. 
“Indications and Technic in Treatment of Cancer of Larynx. P. Frenck- 

ner.—p. 152. 

Treatment of Cancer of Larynx. — Dividing laryngeal 
cancer into five groups according to the treatment called for, 
Frenckner says that in group 1, with cancer which involves 
only the anterior two thirds of one vocal cord and does not 
extend to the anterior commissure, treatment may be operative, 
endolaryngeal removal in the earliest stages, or laryngofissure 
with excision, or radiologic, a combination of the operative and 
radiologic methods best insuring freedom from recurrence. In 
group 2, with cancer of one vocal cord invading the anterior 
commissure of the other vocal cord, radiology offers the greatest 
advantage. In group 3, with more widespread but still limited 
unilateral cancer, and in group 4, with more extensive intra- 
laryngeal cancer, laryngectomy followed by radiotherapy is the 
method of choice. In group 5, with extralaryngeal cancer, 
only radiologic treatment is to be considered; operative treat- 
ment is possible only in certain restricted tumors with particu- 
larly favorable location. As to technic, a U-formed cut with 
strong flap covering the field of operation is advised, with 
removal of the larynx from below. A special tampon cannula 
is recommended. About half of the author’s laryngectomized 
patients learn to speak with the esophagus well enough to 
carry on in their work, use the telephone and so on, from 35 
to 40 per cent produce a weak and indistinct voice with which 
they make themselves understood in their immediate environ- 
ment, and a small fraction have to depend on an artificial 
voice box. The material is mostly from the last five years, 
but the results as far as can be judged from a recent review 
seem to compare favorably with statistics from other countries. 
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